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The Back Seat Driver 
in INFANT FEEDING 


HE ethical policy of supplying infant diet 

materials to the medical profession and 
without feeding directions on the trade packages 
is no longer a rarity. It has become the rule, 
rather than the exception. 


Fifteen years ago when this policy was adopt- 
ed, Mead Johnson & Company pioneered the 
way. Just as Mead’s Dextri-Maltose was new 
and clinically unknown save among the leading 
pediatrists of the country, so was the ethical 
policy that accompanied its announcement and 
introduction to the profession. 


How long, queried the medical fraternity, will 
this ideal be upheld? How long, speculated 
commercial organizations, can a firm that re- 
stricts its products exclusively to the doctor’s 
use survive? 


Time has answered both questions. Mead’s 
Dextri-Maltose has met with ever increasing 
acceptance until its use has spread over the en- 
tire country, penetrating into the remotest 
places. There is scarcely a firm in good repute 
today but what has imitated the original policy 
of Mead Johnson & Company. The ideal pre- 
vails, establishing higher levels of service be- 
wus seman peiacy cause it is the ideal wanted. 





pe mpm bon ae ee wn The man who drives his car abhors the back 
eg nage seat driver. The physician who directs the feed- 
pn ogy gl Fl ing of the baby through the trying period of in- 
Pens ep ameter sage rem fancy can tolerate no interference coming from 
at ae conflicting directions of commercial firms. His 
“infant, Literature Furs is the guiding hand in the course of feeding he 
nished only to 


pole has set out upon with each individual infant. 


MEAD JOHNSON & COMPANY 


EVANSVILLE, INDIANA, VU. S. A. 


Makers of INFANT DIET MATERIALS EXCLUSIVELY 

















MINNESOTA MEDICINE 


Journal of the Minnesota State Medical Association, Southern M innesota Medical Association, Northern 
Minnesota Medical Association, Minnesota Academy of Medicine and Minneapolis Surgical Society. 





VOL. XI 


JUNE, 1928 


No. 6 





CERTAIN RELATIONSHIPS OF THE PHYSICIAN AND THE PUBLIC* 


Louis B. Wixson, M.D. 
Rochester, Minnesota 


N the last forty years there has been a great 

change in the relationships of physician to 
the public which is in large measure dependent 
on the change in the science of medicine itself. 
I would like to call your attention briefly to some 
phases of this change. ; 

The medicine of the older day was learned by 
the young man, from the start of a high school 
education only, usually within a period of three 
calendar years, in each of which only a very few 
months were spent in medical study. Associated 
with this, in those portions of the year when 
the medical student was not in medical school 
his time was frequently spent as an apprentice 
to a physician, usually a general practitioner. 
Sometimes he worked in a hospital for a year or 
so after graduation from medical school, but 
more frequently he began the practice of med- 
icine at once. Aside from his brief training in 
anatomy, physiology, and chemistry, almost all 
of his instruction concerned the recognition of 
the symptoms of disease and the application of 
drugs or operative procedures toward the relief 
of those symptoms. His knowledge of the cause 
of disease was very meager. Any conception 
that the body might have a defensive mechanism 
of its own was still bound up in the “humoral 
theory.” 

The relatively small amount of time and 
study necessary to encompass the relatively 
small amount of well-known medical knowledge 
at that time had one material advantage for the 
young physician. The time saved permitted him 
to begin his work early in life and to give some 
attention to things only distantly related, if at 
all, to the field of medicine. The physician thus 
came to have, as he had had for centuries, a 


*Abstract of a talk at the annual banquet of the Lyman- 


hurst Medical Staff, March 28, 1928. 


broad grasp of many related fields of knowledge. 
Forced to study symptoms for his diagnoses, 
which had to be made without the aid of any 
of the more recently developed laboratory ex- 
aminations, he was forced equally to study the 
mind as well as the body of his patient, and to 
know the patient’s psychology. In fact, much 
of his medical treatment was essentially more 
psychical than physical. He was regarded by 
the members of his community, not only as a 
scholarly man but a man of unusual common 
sense. It was a toss-up in the minds of his 
community, especially in the audience around the 
stove at the corner grocery store, who knew the 
most, the minister, the doctor, or the lawyer. The 
advantage of knowledge obtained from reading 
was conceded most frequently to the minister! 
The lawyer was, of course, more skilful in argu- 
ment, but the doctor was almost universally con- 
ceded to have the most common sense. That is, 
he had the best judgment concerning all the af- 
fairs of the community of any man in the com- 
munity. 

Let us see now the change which has oc- 
curred in these relationships of the physician to 
his community. In the last four decades during 
which the education of the American physician 
has so changed, in no other period of its history 
has the accretion to the sum total of human 
knowledge been so tremendous as it has during 
the last forty years. The mind of the medical 
student and young physician has not only been 
forced to its most rapid gait to acquire the 
things already established by sciences directly 
fundamental to medicine but also to familiarize 
itself with those things established by the ancil- 
lary sciences, of physics, chemistry, and biology. 
There has also been a perfect tornado of new 
hypotheses and frequently uncontrolled experi- 
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ments suggesting relationships which, if true, 
could not be ignored by the physician but which 
were difficult either to prove or disprove. Every 
university faculty physician returning from the 
older centers of medical learning in Europe 
brought back with him a great load of new 
facts and theories, some of which were valuable 
but all of which had to be evaluated. In the last 
twenty years we have been developing these new 
facts and theories ourselves in America at such 
a rate that the mind staggers in attempting to 
place them in their true relationships. 

As a result of this huge development, not only 
of real knowledge but also of hypotheses to be 
tested, the medical student would not have been 
able to encompass even a modicum of our pres- 
ent medical knowledge in the period to which 
its acquisition was allotted half a century ago. 
The course of study in our medical schools con- 
sequently has stretched to a minimum of six 
years beyond the high school in the bare attain- 
ment of the theory of clinical medicine. Follow- 
ing this at least one year of hospital residence 
is now required before graduation in our own 


and many other universities. The age of gradua- 
tion has risen from an average of twenty-two 
years to an average of more than twenty-six 


years. The old apprenticeship to the practicing 
physician during vacation time, which used to oc- 
cupy more than half of the calendar year, has 
almost entirely disappeared and the medical stu- 
dent now spends his vacation largely in addi- 
tional laboratory work or in hospitals. At pres- 
ent, the good medical student at twenty-six to 
twenty-seven years of age now finds himself 
first equipped to begin general practice. But 
general practice in a sense has become a will-o’- 
the-wisp, not that it is no longer necessary, but 
that it is no longer so generally sought. The 
specialties are now more and more the medical 
graduate’s goal. To attain proper training in 
these after his general medical training, a mini- 
mum of three years and more, usually four or 
five, of most intensive study and clinical work 
still lies before him. Thus, instead of beginning 
practice on his own responsibility and as a def- 
inite factor in the community at the age of 
twenty-three he is now beginning it at the age of 
thirty or more. 

What are the gains and what the losses, not to 
science alone but to society, that are related to 
these tremendous changes in the training of the 
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physician? No one would hesitate for a moment, 
I believe, in saying that the physician of the 
present day not only knows vastly more of med- 
ical science than the physician of four decades 
ago but that he also knows a much larger pro- 
portion of the facts in the related sciences of to- 
day then did the graduate of forty years ago 
know of the sciences of that day. Before be- 
ginning his unsupervised work in the diagnosis 
and treatment of disease he has attained under 
careful supervision much more thorough training 
than was obtained by the graduate of forty years 
ago. Unquestionably he, at thirty years of age, 
as a specialist or at twenty-six years of age as a 
general practitioner, is vastly more able to find 
out what is the matter with patients, to alleviate 
their suffering, and, where possible, to prolong 
their lives, than was the man of similar age forty 
years ago. His efficiency as a professional man 
has greatly increased. This is proved in the 
large, beyond peradventure, by the reduction of 
the spread of communicable diseases, the relief 
of hitherto unrelievable suffering, and by the 
general prolongation of life. All these factors 
and many others are on the gain side of the 
balance sheet and neither the medical profession 
nor society in general must lose sight of them. 
But what of the factors on the other side, the 
loss side of the balance sheet? 

First, those losses to the physician himself. 
His youth has gone by with little of the joy of 
youth. His period of idealism has either been 
entirely stunted by the grind of scientific thought 
or has been narrowed to the field of science. In 
common with most other educated men his ap- 
preciation of poetry, music, the drama, and art 
has been put off all too frequently and too far. 
Culture which is attained largely through fa- 
miliarity with useless knowledge has been neg- 
lected because of the necessity for deeper ac- 
quaintance with useful knowledge. The fine art 
of conversation is almost lost; that of letter- 
writing is entirely lost. When a physiologist, a 
surgeon, a banker, a drygoods merchant, and a 
farmer lunch together, what topic of conversa- 
tion except prohibition and the comic strips have 
they in common? The development of dining 
clubs, Rotary, Kiwanis, and so forth, where lec- 
tures and noise are offered as a substitute for 
intellectual companionship, is present-day so- 
ciety’s attempt to retrieve something of the 
charm of the nightly discussions around the 
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corner grocery store stove. No longer does the 
physician feel that he either has the time, the in- 
clination, or the preparation even to think of 
much outside of his profession and sciences re- 
lated thereto. Occasionally the time for the 
great boon of taking thought is granted him by 
sickness or advancing age. 

But, someone asks, is it of any great conse- 
quence to society that the physician of the pres- 
ent day has lost his interest in common things, 
and has become more or less a scientific Robot? 
Cannot society afford a caste which knows only 
science? No, most emphatically no! Society 
cannot afford any castes. Most of all it cannot 
afford a caste of medicine. For the practice of 
medicine is not now nor ever has been pure 
science with humanity left out. The human 
animal, physically but still more psychologically, 
is subject to too many surprising variants which 
may not be ignored in the diagnosis and treat- 
ment of its abnormalities. Medical science, it is 
true, has become more and more exact; more a 
real science. But humanity has changed but lit- 
tle in the multiplicity of its variations. Com- 
pared with pure-bred cattle, pure-bred dogs, and 
pure-bred chickens, about whose reactions we can 
predicate with considerable certainty, the human 
animal is still in a most primitive stage, not only 
physically but, much more so, psychologically. 
The rather wide-spread defection from sharply 
defined religious tenets, for example, has so 
changed a large number of our citizens that there 
is no knowing exactly in advance how they will 
react to any proposition involving morals. This 
impossibility of predicating in advance what any 
individual will do in any given set of circum- 
stances involves not only religion, but respect for 
law, relationships to physical health, and many 
other things which lie at the foundation of so- 
ciety. 

It is not amiss to note that during the 
period of greatest development of medical 
science, development not only in its content but 
also in its intent, there has been at the same time 
in this country the greatest development of fa- 
vorable inclination toward weird hypotheses con- 
cerning the character of disease and methods of 
its treatment that the world has ever seen. That 
this is not due merely to the dissemination of 
new knowledge to those strata of society which 
previously had never thought and which are now 
incapable of logical thought is amply demon- 
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strated by the growth of cults with a clientele 
made up in large measure of those members of 
society who have been by tradition and training 
accustomed to thinking. The aberration of their 
mental processes is not due to moronic heredity 
but perhaps in large measure to lack of contacts 
with enough individuals with sound common 
sense. 

The physician in his contacts with patients 
who have more or less lost their physical or 
psychical stability is, I believe, today more lack- 
ing than in the past in a sympathetic appreciation 
of the intense, though it may be utterly illogical, 
mental attitude of the patient. Not finding help 
for his troubles in treatment rendered by the 
highly educated and most knowledgeable modern 
physician, the patient reverts to primitive savage 
instincts, mysticism, charms, amulets, religious 
rites, modern voodooism of all sorts, for relief. 
And, since such relief is in great demand, there 
have sprung up all kinds of modern witch-doctors 
who promise that relief for a price. There is no 
doubt that many times they do bring relief to the 
disturbed mind which might have been better re- 
lieved by the physician himself had he taken 
thought. 

There is some feeling in the popular mind that 
the physician of the present day is not greatly 
endowed with knowledge or experience in things 
which lie outside the diagnosis and treatment of 
well-recognized physical or psychical disease. I 
fear this is being to some extent confirmed by 
certain excellent physicians who think themselves 
too busy, not only to take time for discussing the 
imagined diseases of their patients but also too 
busy to take time for the thorough examination 
of confessedly well men and women who wish to 
be examined as a routine health measure. Though 
the policy of annual examinations of children 
and of persons past the prime of life is earnestly 
advocated by authoritative speakers in many 
medical meetings, yet all too frequently the 
family physician, whose duty it should be to 
make such examinations, is inclined to treat them 
casually and to assure his apparently well pa- 
tients of their perfect health without having made 
an examination sufficiently thorough to discover 
the beginnings of any one of a number of seri- 
ous ailments, including tuberculosis, with which 
they may be affected. Our experience in the 
Mayo Clinic and Mayo Foundation in making 
annually thorough examinations of all members 
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of the staff and of all non-professional em- 
ployees, most of whom are apparently in perfect 
health, has given us some astonishing surprises. 
After only two years of such examinations of 
the staff members, I am sure every physician on 
the staff is thoroughly convinced not only of 
their importance but also of the necessity for 
their being conducted in the most thorough man- 
ner. 

There is another aspect of the reaction of the 
public to the accomplishment of the present-day 
physician which is difficult to analyze. I refer to 
the attitude of the public toward examinations 
after death. Occasionally friends of the dead 
feel that the physician who has diagnosed and 
treated the case must surely know before the 
death of the patient all that it is possible to know. 
It sometimes requires large honesty on the part 
of the physician to explain to the friends frank- 
ly and truthfully that he does not in any sense 
regard himself as omniscient and that there are 
probably some things of importance connected 
with the diseases of this patient with which he is 
not familiar and of which he might obtain val- 
uable knowledge by postmortem examination. 
The honest statement of this attitude by the 
physician coupled with the further statement 
that the friends of the dead ought to know and 
have the right to know everything which can be 
found out concerning their dead relatives will 
usually go a long way, not only in obtaining con- 
sent for examination but also in establishing 
greater confidence in the integrity of the physi- 
cian. I cannot refrain at this point from allud- 
ing to the remarkable record made last year in 
the city of Minneapolis by the Department of 
Pathology at the State University acting in co- 
operation with a number of interested physicians 
in the city. The records show that the Univer- 
sity of Minnesota, on consents obtained in most 
instances by practicing physicians, was able to 
make examinations of the bodies of 19 per cent 
of all persons dying in this city of half a million 
souls. This record, I believe, has not been 
equalled in any other city of considerable size in 
the United States. It is a pleasing commentary 
on the confidence with which the residents of this 
city regard their physicians. It is also a record 
which every other city in this country might do 
well to emulate and if possible improve upon. 

I wish to speak finally of the wider and much 
broader manner in which the isolation of mem- 
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bers of the medical profession is working against, 
what I believe to be, the best interest of society, 
In the good old days in this country and in the 
present day in most continental European coun- 
tries, the members of the medical profession 
have taken an active part in the educational, 
economic, and political affairs of their local com- 
munity and of the state generally. Time was 
when at least one physician was to be found on 
almost every school board, and when a consider- 
able sprinkling of physicians was to be found in 
every state and national legislative body. At 
present physicians are infrequently found on 
school boards, and with the exception of certain 
states, as Virginia and North Carolina for ex- 
ample, the number of physicians in legislative as- 
semblies is reduced almost to the vanishing point. 

I do not hesitate to say that the education of the 
medical man today is not only the longest but 
also the most thoroughly scientific and most log- 
ically disciplined of that of any professional man 
in society. Such an education as the physician 
obtains actually fits his mind to cope with prob- 
lems outside of his profession as well as in it. 
It is doubtful if any other group of persons in 
the community knows as much of the things basic 
to most of the problems about which present day 
legislation concerns itself as does the physician. 
It is remarkable that a large proportion of pres- 
ent day laws are concerned with the physiology 
of food, drink, and relations of the sexes, while 
most of the defenses for great crimes which are 
set up are based on variations of psychic phe- 
nomena. Why are not the men who are the only 
ones who have any considerable knowledge of 
these subjects in a broad scientific way drafted 
by the communities in which they live to assist 
in framing laws governing these relationships of 
society? I do not wish to cast any disparage- 
ment on the lawyer as a law maker. I have no 
doubt he is necessary in legislative bodies if for 
no other reason than his ability to prognosticate 
how a given law may appeal to judges called on 
to pass.on its validity. But I do believe it is most 
important that society, in attempting to regulate 
by legal enactment its physiological and psychical 
functions, should have the benefit of the judg- 
ment of the people in the community most fitted 
by education and experience to give wise coun- 
sel in these matters. It would be out of all pro- 
portion to their numbers if physicians repre- 
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sented one-third of the membership of legislative 
bodies ; but such a ratio would not be out of pro- 
portion to the knowledge of the subjects most 
under legislative discussion with which they are 
possessed. 

I would like to sum up by an appeal to all 
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those present for greater confidence in the ability 
and judgment of the physician, not only as a 
scientist but as a man, a man of common sense, 
whose knowledge of the underlying truths con- 
cerning the welfare of society should be much 
more broadly utilized than at present. 





ANNUAL MEETING OF THE COUNCIL ON 
PHARMACY AND CHEMISTRY 


Among the questions considered, those of special in- 
terest to the medical profession were: It was decided 
to cooperate with the Committee of Pharmacopeial Re- 
vision in studying the activity of a digitalis preparation 
for hypodermic use offered for the Pharmacopeia. It 
was decided that unless new evidence develops, to ex- 
clude all digestive enzyme preparations from New and 
Non-official Remedies with the close of 1929. It was 
decided to omit all desiccated pituitary preparations 
from New and Non-official Remedies with the close 
of the longest period for which any such preparation 
now stands accepted, unless before then new evidence 
for their value becomes available. The Council dis- 
cussed the available evidence for the value and ra- 
tionality of a mixture of a barbital compound, marketed 
as such and found acceptable, with an analgesic such as 
amidopyrine, provided such a mixture is marketed un- 
der a name descriptive of its composition and the claims 
made for it are supported by acceptable evidence. The 
Council voted to recommend to the Board of Trustees 
that the distribution of New and Non-official Remedies 
to medical classes be resumed. It was decided to ask 
the general manager to mark distinctively in the Amer- 
ican Medical Directory those journals which will prom- 
ise to limit their advertising of proprietary medicines 
to those accepted for New and Non-official Remedies. 
The Council proposes to offer its codperation with a 
view to examining all food preparations (except nat- 
ural foods in their natural state) proposed for adver- 
tising in A. M. A. publications. The Council consid- 
ered the question of the importation of non-narcotic 
drugs now barred by the Narcotic Drug Import and 
Export Act. (Jour. A. M. A., April 28, 1928, p. 1377.) 


THE DOCTOR 


The average doctor has an income of $2,000 a year 
but he makes a great deal more than that. Did you 
ever stop to think that the doctor is one of the most 
abused men on earth. Let the biggest dead beat in 
Cottonwood county call for a doctor tomorrow and if 
that doctor should refuse to aid him, to help his sick 
wife or his child, we would all be ready to criticize. 
But when the grocer sees a dead beat he refuses to 
sell to him except for cash. The newspaper will stop 
coming to him if he does not pay his subscription. 
But the doctor is a brute if HE refuses his services. 
So all of us should take a rather charitable attitude 
to the man who is ready at all hours to come to our 
aid. He has infinite patience and certainly a wonderful 
temper.—D. L. Keith, Cottonwood Citizen. 





POLIOMYELITIS ANTISTREPTOCOCCUS 
SERUM 


The Council on Pharmacy and Chemistry publishes 
a preliminary report on poliomyelitis antistreptococcus 
serum. The Council reports that the use of a specific 
antiserum in the treatment of poliomyelitis has been 
proposed; that a number of reports on the use of such 
a serum have been published and that two commercial 
products, obtained by immunizing horses against strains 
of streptococcus from poliomyelitis patients, have been 
submitted to the Council. The Council reports that, be- 
cause of lack of adequate evidence, it had been decided 
not to acept any poliomyelitis antistreptococcus serum 
until more positive evidence for its usefulness becomes 
available. (Jour. A. M. A., February 25, 1928, p. 617.) 








roentgen rays and radium for the purpose 
of relieving pain in certain types of neuritis and 
neuralgia, I wish briefly to review the general 
status of present knowledge of radiotherapy in 
this connection and the several hypotheses which 
have been advanced. 

The phenomenon of occasional unequivocal re- 
lief of pain was one of the first attributes of 
irradiation noted. Despeignes, in 1896, report- 
ed a case of advanced gastric carcinoma in which 
the patient experienced definite symptomatic re- 
lief following treatment by roentgen rays. Gocht, 
in 1897, noted instances of analgesia in two cases 
of advanced mammary carcinoma and in a case 
of severe trigeminal neuralgia. Grummach, in 
1899, and Stembo, in 1900, confirmed this phe- 
nomenon with more extended observations. 
Roentgenotherapists noted unanticipated relief of 
pain coincident with examination of sprains and 
contusions or in cases of pain due to unknown 
cause. It is well known that carbuncles and 
furuncles may be arrested if appropriately irra- 
diated in the early stages, or, if treatment is ap- 
plied after they are well established, resolution 
is hastened and the pain may disappear even be- 
fore change in the tissue is apparent. Painful 
callosities and corns are almost invariably re- 
lieved and a certain proportion of cases of 
chronic infectious arthritis, gout, tuberculous 
lesions, phlegmonous swellings or periadenitis 
anid erysipelas may be favorably influenced. Pain 
produced by the pressure of malignant invasion 
even to the extent of destruction of bone may 
disappear promptly following irradiation, often 
in spite of the fact that regression of the tumor 
is not demonstrable. 

The rapidity of response and the apparent in- 
dependence of the analgesic effect from any evi- 
dent improvement in the primary disease has 
been the chief basis for the hypothesis that the 
anodyne action of irradiation is through a direct 





*From the section on Radium and Roentgen-ray Therapy, 
jieye Clinic, Rochester, Minnesota. Read fore the Iowa 
a 


ology and Physical Therapy Society, Des Moines, Iowa, 
February 23 and 24, 1928. 


ROENTGENOTHERAPY IN CERTAIN TYPES OF NEURITIS 
AND NEURALGIA* 


Frances A. Forp, M.D. 
Rochester, Minnesota 





EFORE beginning a discussion of the use of 
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effect of the rays on the nerve tissue. Experi- 
mental evidence based on studies of histologic 
change after irradiation within the therapeutic 
dose does not support this view. After careful 
study, Obersteiner was unable to establish with 
certainty any change due to irradiation in the 
central nervous system of adult animals. Okadas 
irradiated peripheral nerves with large doses of 
roentgen rays, and from thirty-one to forty-two 
days later examined the nerves and end organs 
without finding demonstrable histologic change, 
and Lenser observed that the nerve endings in 
the skin did not show degenerative change after 
massive exposure to roentgen rays. A functional 
change in nerve irritablity, such as results from 
certain drugs without histologic evidence of tissue 
change, has, however, not been excluded. Ex- 
periments in this field are few, due to the obvious 
difficulty of determining objectively sensory dis- 
turbances in animal experimentation. Tarchan- 
off, after establishing the reflex response of frogs 
to a constant stimulus, exposed the brain to 
roentgen rays and found that after irradiation 
reflex response was decreased. Swann presented 
similar evidence based on elevation of blood 
pressure with sensory stimulation of an animal 
under anesthesia. He found that small doses of 
roentgen rays increased and larger doses de- 
creased the response to stimulation. Eckstein 
had observed two cases of suppression of cough 
and vomiting reflexes after roentgen-ray ex- 
posure of the thorax and throat; one was a case 
of gastric carcinoma in which vomiting was ex- 
haustive and the other a case in which cough was 
incessant but the element of hysteria could not 
be excluded. 

Alexander contests the view that irradiation 
affects nerve tissue directly. He believes that 
analgesia following irradiation is dependent pri- 
marily on hyperemization of tissue which he 
maintains can be produced as well by simpler 
and cheaper methods. Freund supports this ex- 
planation with the belief that even by the use 
of so-called radicular irradiation, that is, appli- 
cation of the rays over the point of exit from the 
spinal cord of the involved nerves, the hyper- 
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emization extends throughout the tissue along 
the course of the nerve. It is difficult to accept 
this conception without assuming an intermediate 
action on vasomotor innervation. Critics call at- 
tention to the relatively low dose of irradiation 
effective in securing relief of pain, which need 
never reach the point of erythema of the skin 
over the treatment field. It would seem that the 
validity of this theory might readily be estab- 
lished by careful studies of temperature changes 
after irradiation, similar to those of Adson and 
Brown in limbs affected with Buerger’s disease 
after sympathectomy. 

3éclére and his associates believe that relief of 
pain is an indirect result of relief of pressure, 
either through absorption or resolution of inflam- 
matory products, or from reduction of a growth. 
There are many examples of relief by irradia- 
tion of neuralgic pain caused by a demonstrable 
tumor, in which this view must be accepted. The 
ability of roentgen rays to affect 1esolution of in- 
flammatory tissue is shown in the rapid softening 
of the tense swelling of carbuncles after irradia- 
tion. Eckstein has reported a case of arthritis in 
which both knees were hugely distended with 
exudate and periarticular swelling. Irradiation 
repeatedly resulted in temporary relief. If only 
one knee were irradiated, an associate who had 
been absent during the treatment could invariably 
detect the treated side by changes in crepitation, 
or other characteristics, on palpation of the joint. 
Almost explosive destruction of lymphocytic 
accumulation with roentgen rays has been de- 
scribed. In sclerotic inflammatory reactions, such 
as dense perineural or perivascular tissue as 
developed in cases of certain chronic inflamma- 
tion or metabolic disturbance, such rapid resorp- 
tion of inflammatory products is not easily 
imagined. 

Few syndromes have proved more amenable 
to irradiation than has neuralgic pain, the causes 
of which are varied. The essential characteristic 
of neuralgic pain is intense spasm arising spon- 
taneously or from traction on the nerves, and 
affecting only an area supplied by a particular 
nerve or one or more branches of a nerve. Gocht 
reported complete relief on the second day after 
irradiation in a severe case of trigeminal neu- 
ralgia of ten or eleven years’ duration, with 
daily attacks of such severity that high doses of 
morphine had been required. This report was 
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paralleled by that of Grummach in 1899, which 
included cases of facial and intercostal neuralgia. 
Stembo, in 1900, noted complete relief in twenty- 
one of twenty-eight cases of various types of 
neuralgia; in four of the remaining cases there 
was improvement and in only three did the con- 
dition remain unaltered by the treatment. Zim- 
mern, Cottenot and Pariaux noted that in nine- 
teen of twenty-two cases of sciatic neuralgia 
there was complete relief with more or less rapid 
return of weakened or absent reflexes. Leonard 
applied roentgen rays over the forehead and 
parietal area in a severe case of migraine with 
suppression of the neuralgic pain in later attacks, 
the abdominal symptoms yielding more slowly 
to diet and rest. Babinski and Delherm, Zim- 
mern and Cottenot, and Delherm and Py have 
reported successful results in many cases of tri- 
geminal, occipital, brachial and sciatic neuralgia, 
as well as in cases in which localized pruritus or 
paresthesia were the only evidence of disturbance 
of the nerves. 

Whether this prompt and usually complete re- 
lief of pain in a large proportion of cases of 
neuralgia is only another example of the effect 
of irradiation on inflammatory tissue, which is 
usually the primary cause of disturbance of the 
nerve, or whether this reaction is evidence of a 
peculiar depressant or restorative effect of irra- 
diation on function of the nerves, is of particular 
interest in view of the reports of Bordier and 
others of the efficacy of irradiation in cases of 
poliomyelitis and in certain cases of progressive 
muscular atrophy. 

I have attempted to compare the analgesic re- 
sponse obtained in certain cases of sciatic neu- 
ralgia with the result in two types of neuritis in 
which the pathologic changes have been relatively 
well established, namely, diabetic neuritis and 
herpes zoster. 

In the Mayo Clinic such irradiation has been 
applied to the spinal cord at the level of origin 
of the nerves supplying the involved area, to- 
gether with the adjoining dorsal ganglia and 
root areas of the nerve trunks. In most cases 
the irradiation was of moderate penetration, that 
is, produced at 135 kilovolt tension with a filter 
4 to 6 mm. aluminium over either one field cov- 
ering the spine and the immediately adjacent 
areas laterally, or with two converging fields 
focusing on the spinal cord and posterior root 
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ganglia. A few patients were treated at 200 kilo- 
volt peak tension with a 0.75 mm. copper filter. 


DIABETIC NEURITIS 


Evidence of neuritis affecting usually the low- 
er extremities either through symptomatic mani- 
festation, as pain or paresthesia, or decrease in 
or loss of deep reflexes, is present in a large 
proportion of diabetic cases. Williamson in 100 
cases of diabetes mellitus found that the tendo 
achillis reflex was lost bilaterally in twenty-nine 
cases and unilaterally in six. In two series of 
100 cases each representing respectively ambu- 
latory and hospital cases he observed loss of 
knee-jerk on one or both sides in 14 and 55 per 
cent, while in the terminal stages of the disease 
the knee-jerk was absent in 73 per cent of his 
cases. The pain experienced is usually gnawing, 
aching or burning, the absence of intermittent 
sharp attacks of pain together with the usual 
hyperesthesia and tenderness of calf muscles as 
contrasted to decreased sensation to pain, dis- 
tinguishes the pain of diabetic neuritis from 
that characterizing tabes dorsalis; similarly the 
absence of motor paralysis, such as drop-foot, 
affords distinction from alcoholic neuritis. 

In several cases on record, degenerative par- 
enchymatous neuritis in the peripheral nerves 
has been described. Will.amson, in the exami- 
nation of a case of long-standing diabetic neuri- 
tis, was unable to confirm the diagnosis although 
the most minute peripheral nerve branches were 
not examined. However, degenerative changes 
in the posterior nerve roots of the lumbar re- 
gions were demonstrated, the changes apparently 
commencing where the posterior nerve root fibers 
pass through the spinal pia mater, as evidenced 
by degenerative patches in the medium posterior 
column of the spinal cord. These changes 
closely resemble those in tabes dorsalis. Nerve 
changes in diabetes mellitus have recently been 
studied by Woltman of the Mayo Clinic. I re- 
gret that his data are not available for use in the 
present study. 

Williamson has suggested that the increased 
sugar content of the cerebrospinal fluid in dia- 
betic patients, by long-continued action on the 
posterior root fibers, may produce degeneration. 
The most severe neuritic manifestations are 
usually noted in patients more than forty-five 
who have suffered from diabetes for many years. 

The almost invariable presence of arterioscle- 
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rosis of the blood vessels in diabetes mellitus 
must also be considered as a possible factor in 
producing both pain and paresthesia. Intense 
pain with exercise such as walking a short dis- 
tance, suggesting intermittent claudication, was 
experienced by two of the patients in the group 
reported here. The frequency of diabetic neu- 
ritis of a severe degree has been notably de- 
creased since the introduction of insulin in the 
treatment of diabetes, and the neuritic symptoms 
when present often are relieved by faithful ad- 
herence to a properly balanced diet with the ad- 
ministration of insulin. 

The eight patients who were referred for irradiation 
because of severe pain had not been relieved by long 
careful dietary control. Seven of the patients were 
between fifty and seventy and the diabetes mellitus had 
been present for from four to twenty-two years. Ar- 
teriosclerotic changes were the rule; inflammatory 
complications such as hypertrophic arthritis, bursitis, 
osteomyelitis and perirenal abscess were present in 
some cases. 

Lour of the eight patients did not show favorable 
response to irradiation. Two of these patients ex- 
perienced most intense pain on exercise, such as walk- 
ing for short distances, suggesting that circulatory 
changes similar to those occurring in intermittent 
claudication played the predominating réle. Both pa- 
tients also suffered from tingling and numbness or a 
dull gnawing ache in the toes and feet. -While no con- 
clusive result could be attributed to irradiation in 
either case, one patient, from a combination of vaccine 
administration, diathermy, massage and _ irradiation, 
gradually derived some amelioration of pain although 
the paresthesia remained unaltered. The third patient, 
a man aged sixty-two, had had diabetes for five years 
and pains in arms, legs and across the chest for eight 
weeks; he also suffered from hypertrophic arthritis of 
the spine and advanced myocardial degeneration. There 
was no improvement from irradiation during a seven- 
day period of observation; since then no report of his 
condition has been received. The fourth patient, a 
man aged fifty-nine, with fifteen years of diabetes, 
said he had been relieved immediately of intense sci- 
atic pain with roentgen-ray treatment eighteen months 
previously. For two years sensation over the feet 
had decreased which had been brought to the patient’s 
attention by occasional severe burns from hot water 
bottles. These burns were always slow in healing. 
Shortly before admission pain and swelling in the left 
arm and aggravation of the diabetic condition had ap- 
peared with renewed pain in the lumbar area and pos- 
terior part of the thighs. A roentgenogram of the left 
shoulder showed destructive arthritis. Irradiation in 
an attempt to relieve the pain in the lumbar region and 
leg was without improvement. The increasing serious- 
ness of the patient’s condition necessitated surgical 
drainage of the area of osteomyelitis on the left hu- 
merus, from the shock of which the patient was unable 
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to rally. At necropsy there were multiple abscesses of 
the kidneys, heart and lungs, and osteomyelitis of the 
humerus. 

The fifth patient, a woman aged fifty, had been un- 
der treatment for diabetes for six and a half years; 
she was temporarily relieved of intense pain of two 
years’ duration in the right arm and shoulder and in 
the leg. Before treatment an associated inflammatory 
condition, presumably periarthritis in the right shoul- 
der, was recognized. Practically complete relief of 
pain lasted for a few weeks, when recurrence in the 
shoulder was the occasion of an exploratory incision 
and removal of an infected bursa. Later reports from 
this patient are not available. 

Two patients, one with severe multiple neuritis, the 
other with pain limited to the posterior aspect of the 
right leg from the sciatic notch to the head, had 
shown gradual improvement with careful diet, removal 
of foci and use of other forms of treatment. Unmis- 
takable improvement from irradiation was evidenced in 
both cases in from twenty-four to forty-eight hours 
after treatment. 

The eighth patient, a woman aged thirty-six, who 
had suffered from severe diabetes for two years, kad 
been unusually negligent of diet restrictions and general 
regimen. Pain in the feet and limbs associated with 
numbness, stumbling in walking or climbing stairs, 
had existed for six months. This had increased in 
severity and prevented any rest, so that the patient 
had adhered rigidly to the prescribed diet and insulin 
administration for two months with, however, only 
slight improvement. Irradiation was applied without 
immediate relief and the patient failed to report again 
or to follow instructions. When she was observed two 
months later, pain had been absent for some time but 
numbness and paresthesia persisted. 

Comment.—In this small group of cases with, 
unfortunately, rather inexact observations, there 
are no doubt a few instances of definite amelio- 
ration of pain of diabetc neuritis by irradiation 
of nerve root areas. Paresthesias have been 
slightly if at all affected, and failure to relieve 
pain was frequent. The stage of the diabetes 
and the amount of superimposed infection or 
trauma may be significant in these cases. The 
essential factor in prevention or relief of dia- 
betic neuritis is evidently faithful adherence to a 
proper dietetic regimen, removal of infectious 
foci, and avoidance of trauma to tissue. If se- 
vere neuritis is present, radiotherapy is worthy 
of trial, and, with careful selection to eliminate 
infectious complications, there is perhaps a 50 
per cent probability of a degree of alleviation. 


HERPES ZOSTER 


The long-continuned intense pain following 
the acute eruption of herpes zoster is well known 
and, since herpes occurs most frequently in el- 
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derly or debilitated patients, the pain with re- 
sulting insomnia and loss of appetite is often se- 
rious. Von Barensprung, in 1861, discovered 
that in herpes zoster the primary lesion lies in 
the posterior root ganglion of the spinal nerve or 
in the gasserian ganglion of the fifth nerve. This 
has since been confirmed by Campbell and Head 
(1900), who describe herpes zoster as “an acute 
toxic infection of the posterior root ganglion, ex- 
actly allied to anterior poliomyelitis, and occur- 
ring often in epidemics which seems to have some 
dependence on seasonal changes.” They found 
the changes in the ganglia to consist of (1) acute 
inflammation with exudate of small round deeply 
staining cells, (2) extravasation of blood, (3) 
destruction of the ganglion cells and fibers, and 
(4) inflammation of the sheath of the ganglion. 
If the eruption has been moderately severe, all 
traces of inflammation present in the acute stage 
may pass away and leave an apparently normal 
ganglion, whereas in very severe cases a scar in 
the part of the ganglion affected and thickening 
of the sheath will remain. Some observers have 
reported cases which would seem to indicate 
that peripheral neuritis or perineuritis may also 
cause herpes zoster and that changes in the gan- 
glion are secondary. The extremely interesting 
observation of herpetic eruptions exactly re- 
sembling the usual disease picture in which path- 
ologic examinations have disclosed microscopic 
invasions of the dorsal ganglion by metastatic 
malignant cells, and the presence of lymphocy- 
tosis in the cerebrospinal fluid during the acute 
stage of herpes zoster, would indicate that the 
primary seat of the disturbance lies in the 
ganglion. 

If delayed resolution of the inflammation with- 
in the ganglion were the basis of pain, the con- 
dition theoretically should prove unusually sus- 
ceptible to irradiation over the point of exit of 
nerves from the spine or into the gasserian gan- 
glion. The results in three cases scarcely fulfill 
this expectation. 

A woman, aged seventy-three, who had had diabetes 
controlled by careful diet during the last three years, 
suffered an acute attack of herpes zoster extending 
from the right lumbar area posteriorly and to the low- 
er abdominal and inguinal areas anteriorly. The onset 
had occurred six weeks before the patient reported 
at the Mayo Clinic, and since then the pain was so 
intense that morphine was required. Remaining areas 
of discoloration and crusting in the skin confirmed the 
diagnosis. Roentgen rays applied to the lower dorsal 
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and lumbar spine resulted, after four or five days, in 
distinct relief. After three weeks there was a return 
of slight pain and a burning sensation in the skin of 
the abdominal wall and a second treatment was given. 
The pain was apparently fully relieved at the time of 
the patient’s dismissal a few days later. However, the 
pain returned gradually and a report six months later 
indicated that it was still annoying, always accelerated 
by increased fatigue and nervousness. 

Two patients with herpes ophthalmicus experienced 
similar symptoms of sudden intense burning pain in the 
eye with irritation of the cornea, followed in a few 
hours by intense redness and swelling of the lids and 
skin about the orbit, and herpetic eruptions. One pa- 
tient had been anesthetized with ethyl chloride and 
there was temporary relief but recurrent pain led to 
the application of roentgen rays through two areas 
over the orbit centering toward the gasserian ganglia. 
Within the three weeks between the first and second 
applications of roentgen rays the pain increased rather 
than decreased. The second treatment resulted in im- 
medicine distinct relief for a week; the pain then grad- 
ually returned. A third treatment a month later re- 
sulted in local irritation and aggravation of pain, and 
was discontinued. Three months later the condition 
was much improved. The other patient felt better 
within forty-eight hours after irradiation, and on the 
fourth day obtained practically complete analgesia. 
During the ensuing four months slight inflammation 
about the eye persisted but severe pain was not pres- 
ent. 

SCIATIC NEURALGIA 


In contrast to the infrequent and dubious re- 
sults attained in cases of diabetic neuritis and 
residual pain following herpes zoster is the 
prompt and distinct relief noted in sciatic neu- 


ralgia. The extent to which the nerve may be 
diseased in conditions of neuralgia is not known. 
Certain authors regard neuralgic pain as the ini- 
tial symptom of definite neuritis which, if the 
cdurse is benign, remains the only symptom, but 
if the condition is progressive is accompanied 
later by change in reflexes, atrophy of the muscle 
or sensory disturbances. The primary cause is 
admittedly extrinsic in most cases, the nerve ir- 
ritation arising from compression of the nerve 
by tumors or inflammatory swelling, or by di- 
rect extension of articular or periarticular in- 
flammatory processes. Déjérnne stated that the 
symptoms of certain root inflammations of the 
lumbosacral areas are identical with those of or- 
dinary sciatica, but Sicard, in a study of thirty- 
seven cases of sciatica, did not observe an in- 
stance of definite lymphocytosis of the spinal 
fluid, which is so characteristic of root inflam- 
mation. Sicard believes that inflammation of the 
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true root is rare in a strictly limited area and 
that in sciatica, for example, such inflammation 
would overrun the field of crural and sacral 
nerves, whereas the disturbance is sharply lim- 
ited to the fifth lumbar and first and second sa- 
cral nerves, and does not spread to the internal 
pudenal plexus. Sensory disturbances in the 
retrosacral region occur frequently in sciatica 
from participation of the postsacral nerves. Si- 
card concludes that the cause of sciatica is usual- 
ly extraneous, whether due to cellulitis, periosti- 
tis, or other forms of external irritation or pres- 
sure, and that this disturbance-usually originates 
in the funicular part of the nerve as it traverses 
the vertebral foramen, although pressure from 
the same causes may be exerted in the region of 
the greater sciatic notch and manifest the same 
symptoms. 

From a histologic study of one case of sciatica 
Sicard found the nerve stem distinctly infiltrated 
with a gelatinous edematous material at the level 
of the greater sciatic notch, and that this infil- 
tration extended to the level of the vertebral 
foramen, involving especially the fifth lumbar 
and first sacral nerves. The intrameningeal root 
was normal. The sciatic nerve was enclosed in 
thickened perineureum; the blood vessels were 
slightly dilated but did not show change in their 
walls. This case appears similar to a case of pri- 
mary sciatica reported by Thomas. The possi- 
bility of malignant growth exerting pressure on 
nerves directly or through destruction of tissue 
must always be borne in mind when the etiology 
is obscure. The fact that most cases of neural- 
gia respond to irradiation over the nerve at the 
point of exit from the vertebral column indicates 
that the exciting cause usually lies in this vicin- 
ity. If radicular irradiation is not successful, 


Jater irradiation along the course of the nerve is 


recommended by Delherm and Morel-Kahn. In 
the five following cases radicular irradiation only 
was used. 

Three of the five cases reported here are as- 
sociated with chronic infectious arthritis and the 
nerve irritation may be interpreted either as ex- 
tension of this inflammatory process or result- 
ant pressure from periarthritic swelling. In only 
one case did the neurologists substantiate a diag- 
nosis of neuritis on objective data; in one case, 
thorough examination was not possible on ac- 
count of ankylosis and muscle pain. 

A man, aged thirty, had been bedridden for three 
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years with generalized chronic infectious arthritis so 
severe as to require immobilization on a Bradford 
frame. Voluntary motion was limited to facial mus- 
cles, hands and forearms. There had been an attack 
of superimposed sciatic pain in 1925, and another se- 
vere attack in the autumn of 1927. The pain was so 
agonizing that the patient was unable to eat or sleep. 
Roentgen-ray treatment to the lumbar spine resulted 
in complete relief within twenty-four hours. Freedom 
from pain, except for the usual muscle soreness, con- 
tinued for about three months; recent twinges of pain 
in the limbs have indicated a possible imminent recur- 
rence. 

A woman, aged fifty-three, presented a diagnosis of 
chronic infectious arthritis involving the sacro-iliac 
joint. She had noticed soreness in the lower part of 
the spine after sitting for a short time (five months 
before admission to the clinic), which became severe 
pain two months later, radiating down the posterior 
aspect of the right leg to the heel. Since then she had 
been confined to her bed. The pain was somewhat re- 
lieved by the application of heat, and one devitalized 
tooth had been removed. Roentgenograms of the spine 
and pelvis were negative. No signs of cord lesion were 
found. The Achilles reflex was somewhat reduced. 
The patient was improving slowly with diathermy and 
massage when irradiation was given, which resulted 
promptly in unmistakable improvement although not 
complete relief. When she was dismissed one week 
later she was able to walk about and suffered only 
slight discomfort. 

A woman, aged sixty-six, had been under treatment 
previously at the Mayo Clinic for sinusitis and gen- 
eral debility following a severe attack of influenza. On 
her second admission six months later she was on 
crutches and complained of severe pain on the left side 
radiating in twinges from the sciatic notch down the 
posterior thigh and calf to the foot. The pain had 
been present two months and had confined her to her 
bed for more than five weeks; it was aggravated by 
weight on the left foot. Rest at night was greatly dis- 
turbed by constant pain. A moderately severe left 
foot-drop was present. A diagnosis of neuritis of the 
lumbosacral cord, probably secondary to disease of the 
bone, was made by the neurologist. Roentgenogram 
of the spine revealed bilateral sacralization of the 
transverse process of the fifth lumbar vertebra with 
slight hypertrophic arthritis of the sacro-iliac joints. 
Following irradiation with a half skin erythema dose 
of roentgen rays at moderate tension, the patient re- 
ported the first good night’s rest in two months. The 
pain was relieved. A second treatment ‘was given the 
following day. 

A man had been examined at the clinic in 1925 on 
account of pain following the course of the sciatic 
nerve which had seemingly been induced by long hours 
of horseback riding necessitated by his occupation. For 
years, however, he had noted paresthesia of the legs 
and a sensation of intense cold and numbness extend- 
ing from the feet to the hips. In 1925 infected tonsils 
were removed and the patient improved somewhat but 
was never entirely relieved. Nine months before the sec- 
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ond admission an injury over the lumbar spine had ag- 
gravated the pain in the back and legs. Various meth- 
ods of treatment were applied without relief. Pain dis- 
appeared within twelve hours after irradiation of the 
lumbar and sacral spine, and remained absent for sev- 
eral days. Since the patient’s dismissal further re- 
port on his condition has not been received. 

A woman complained of pain of the peroneal and 
calf muscles of three years’ duration. The pain grad- 
ually extended to the thigh and finally was associated 
with severe backache; it was relieved by prolonged 
rest in bed but the patient’s attempt to return to her 
usual activities brought on a recurrence. Roentgeno- 
grams of the spine and pelvis and neurologic exami- 
nation did not reveal abnormalities. A clinical diag- 
nosis of chronic infectious arthritis and sciatica seemed 
warranted from the symptoms. An infected tooth was 


removed and pyorrhea treated. During the application 
of diathermy slow improvement was noted, while ir- 
radiation over the spine relieved much of the pain. 


SUMMARY 


A study of the analgesia produced by irra- 
diation in eight cases of diabetic neuritis has 
shown only partial and gradual relief in about 
half the cases. In three cases of residual pain 
following herpetic inflammation temporary re- 
lief occurred in one case, gradual improvement 
in one, and in one, with the exception of a few 
days of freedom from pain after the second ap- 
plication, the treatment seemed rather to aggra- 
vate symptoms. Five cases of sciatic neural- 
gia, most of which were associated with chronic 
infectious arthritis (only one case affording ob- 
jective data on which to base a diagnosis of ac- 
tual neuritis), illustrated in each case the ef- 
fectiveness of irradiation in securing relief of 
pain, usually within from twelve to twenty-four 
hours. 

More comprehensive data with regard to the 
effect of irradiation in different varieties of 
nerve and inflammatory lesions must be assem- 
bled before a possible interpretation can be 
reached (from a clinical point of view) of the 
underlying mechanism by which pain is allevi- 
ated. Because of the freedom of this method of 
treatment from any injurious effect or tedious 
administration, and the gratifying result as yet 
unexplained in many dissimilar conditions, the 
use of the roentgen ray for securing analgesia is 
worthy of trial in all cases of severe pain. 

It is to be emphasized that the irradiation re- 
quired for this purpose lies well within the limit 
of tissue tolerance, and in this field in which 
there is clearly no indication for intensive irradia- 
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tion, the radiotherapist has a responsibility in the 
avoidance of radiodermatitis, the occurrence of 
which even in first-degree stages has done so 
much to prejudice the general public against the 
therapeutic use of roentgen rays. 
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OPERATIVE TREATMENT OF FRACTURES WITH REPORT OF 
SERIES OF HUMERAL FRACTURES* 


RicHARD R. CranMER, M.D., F.A.C.S. 


, and MartTIN S. SicHet, A.B., M.D. 


Minneapolis 


HIS paper is based on a series of fractures 
treated at the Minneapolis General Hospital 
during April, May and June, 1927, covering 47 
cases; but special attention will be given the 
surgical fractures, which in this series were of 
the humerus. Of this series 11 were fractures 
of the skull; 9 were fractures of the femur (2 
in the shaft and 7 in the neck); 8 were frac- 
tures of the tibia and fibula; 1 in the tibia alone; 
1 in the fibula alone; 2 Pott’s fractures with dis- 
location; 1 in the patella; 1 in the os calcis; 1 
in the olecranon process of the ulna; and 12 of 
the humerus (6 in the shaft, 3 in the surgical 
neck, 2 supracondylar and 1 intracondylar). 
We are now in the act of passing from the 
routine, prolonged splinting which was in com- 
mon use until a very short time ago, to the more 
radical methods of the present time, which in- 
clude the use of early passive movements and 
massage in conjunction with removable splints, 
and the practice of open incision in appropriate 
Various methods are in use for bringing 
ends of fractured bones into apposition and hold- 
ing them in place until bony union has occurred. 
The best form of internal fixation for the special 
case cannot be known in advance of the actual 
exposure of the facts involved. Compound or 
open fractures have always received some form 
of operative treatment, if only to the extent of 
cleaning the site and putting the parts into favor- 
able position, and complicated fractures have 
frequently received such treatment, so that the 
application of a somewhat more radical operative 
treatment than heretofore to these classes of 
cases is not so distinctly new; but the operation 
treatment of simple fractures is a new field 
brought up in surgery during comparatively re- 
cent years. : 
The special objects accomplished by the open 
operation in fractures, in those cases where it is 
indicated, are: (1) the ends of the bones may 


cases. 


."From_ the Department of Surgery, Minneapolis General Hos- 
pital. Presented before the Minneapolis Surgical Society, 
January 5, 1928. 


375 


be actually approximated while in view; (2) the 
ends may be permanently fixed in normal posi- 
tion by whatever means chosen; (3) fractures 
which cannot be reduced at all by the ordinary 
methods can be reduced by an open operation ; 
(4) many fractures which are reducible by the 
ordinary methods only with difficulty and uncer- 
tainty can be reduced with ease and accuracy ; 
(5) the ends of many fractured bones not capa- 
ble of being retained in position are easily re- 
tained by internal fixation; (6) ankylosis is 
often avoided in fractures near to and involving 
joints; (7) all tissues intervening between the 
ends of the bones can be removed; (8) injury 
done to the neighboring structures may be re- 
paired—as, for example: torn nerves may be su- 
tured, compressed nerves can be freed, divided 
vessels ligated, spicule of detached bone re- 
moved; (9) the amount of callus is generally 
lessened; (10) deformity is less frequent; (11) 
shortening is frequently prevented; (12) and 
lastly the period of disability can be lessened 
frequently by one-third. 

Operative treatment is fully warranted there- 
fore and should be unhesitantly undertaken 
where the reduction of the fracture and the re- 
tention of the bone in fair position by simpler 
means are impossible.- As for the time best 
suited for operating there is difference of opin- 
ion, some believing it should be done at once and 
some taking the advice of John B. Murphy and 
desiring to wait for a period of a week following 
the injury. After the field is opened some form 
of mechanical fixation can be decided upon, pref- 
erence being given to some technic not involving 
the retention of non-absorbable material. The 
judgment of the writer would be distinctly in 
favor of kangaroo tendon or 30 to 50 chromic 
catgut in the smaller bones because these sub- 
stances are absorbable, and this method has a 
wider range of applicability to the various frac- 
tures of the body than any other. Next to kan- 
garoo tendon are bone grafting or bone splints, 
the third choice being some form of metal plates 
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or bands as Lane plates or Parham bands. The 
sliding bone graft of Albee is a distinct advance- 
ment and is being used more frequently than 
ever before. The so-called Lane technic of no 
hand contact is of vital importance in this work. 

The subject of preparing for an operation is 
an important one. Dr. Frederick C. Cotton of 
Boston advises a minimum of two days prepar- 
ing for an operation. On the first day the part 
is shaved, scrubbed with soap and water, disin- 
fected with alcohol (50 to 70 per cent) and dry 
sterile dressing applied. In from twelve to 
twenty-four hours later everything is repeated 
except the shave. Before the operation tincture 
of iodine is applied or some other equally good 
antiseptic. 

Fractures for routine operation are: (1) 
fractures of the patella, with separation; (2) 
olecranon fractures, with separation; (3) frac- 
tures of the surgical neck of the humerus, with 
luxation; (4) hip fractures with dislocation at 
the hip; (5) dislocation of the carpal semilunar 
with or without scaphoid fracture, unless reduci- 
ble; (6) splintered fracture of the radial head; 
(7) separation of upper epiphysis of the humer- 
us with displacement. 


_ Fig. 1.. Case 1. Humerus 
in aeroplane splint before 
open reduction. 


Fig. 2. Case 1. Open re- 
duction of humerus showing 
Parham bands in place. 


Fractures which are commonly operated on in 
addition to the above list are: (1) fractures of 
the femur not reducible with tongs traction; (2) 
fractures of the humeral shaft, low; (3) frac- 
tures of both bones of the forearm; (4) frac- 
tures of the lower leg, not reducible or with re- 
curring displacement. 


[June, 1928] 


In fractures of the humerus, which is the sub- 
ject of prime consideration in this paper, we are 
confronted by more difficulties than in the treat- 
ment of fractures in any other bone. This is 
made partly so because it is alone and is not 
therefore splinted by a parallel bone which is 
the case in fractures of the ulna, radius, tibia, 
fibula, metacarpals, metatarsals, phalanges and 
ribs. 

Fractures of the anatomical neck of the hu- 
merus are rare. The lower part of the anatomi- 
cal neck is completely within the capsule but the 
upper part .is not strictly intracapsular ; : there- 
fore a fracture of the anatomical neck usually 
does not result in absorption of the head be- 
cause enough blood supply reaches the head 
through the upper part of the capsular ligament 
to supply it with nourishment. The treatment 
for this type of fracture is abduction and exter- 
nal rotation of the arm. It is not a difficult type 
of fracture to treat. 

Fractures of the tuberosities of the humerus 
are usually the result of direct violence. The 


fragment is pulled upward away from the head 
and shaft due to the action of the supraspinatus. 


If the greater tuberosity alone is fractured in 
addition to it being pulled upward it is also held 
backward, due to the action of the infraspinatus 
and teres minor muscles. If the lesser tuberosity 
is fractured it is pulled inward and forward, due 
to the action of the subscapularis muscle. The 
treatment of these fractures is abduction of the 
arm with external rotation if the greater tuber- 
osity is fractured and internal rotation if the 
lesser tuberosity is fractured. The tuberosities 
may also be nailed to the shaft by the use of bone 
pegs if this procedure is required to gain com- 
plete approximation. The aeroplane splint is the 
most useful appliance for the treatment of these 
fractures. 

Fracture of the surgical neck of the humerus, 
which is probably the most frequent fracture of 
that bone, is caused by direct as well as indirect 
violence. The fracture is frequently impacted, 
but whether it is or not there is a turning out 
of the distal end of the upper fragment, caused 
by the action of the supraspinatus muscle. This 
turning outward of the distal end of the proxi- 
mal fragment is also brought about by the im- 
pact of the force causing the fracture, if that 
force is applied by one dropping or falling upon 
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Fig. 3. Case 2. Spiral frac- 


i : Fig. 4.. Case 2. 
ture of distal third of humerus. 


Tig. 
Parham band in place. 


the outstretched hand. There usually is no in- 
ternal or external rotation of the proximal frag- 
ment because the action of the infraspinatus and 
teres minor muscles, which tend to rotate the 
head outward, is counteracted by the subscap- 
ularis, which is inserted in the lesser tuberosity 
and tends to rotate the head inward. If the 
shaft is separated from the proximal fragment it 
is usually pulled inward by the action of the 
pectoralis major, the latissimus dorsi and the 
teres major muscles and it is pulled up by the 
action of the long head of the biceps muscle, the 
deltoid and the coraco-brachialis. Because of the 
smallness of the head of bone it is impossible to 
grasp it and hold it while one is manipulating 
the shaft and it is therefore necessary to adjust 
the shaft to the existing position of the head. 
The treatment therefore is extreme abduction and 
external rotation held there by traction apparatus 
if the patient is in bed, or by the application of 
an aeroplane splint if the patient is ambulatory. 
By the use’ of the newer aeroplane splint it is 
possible to get the arm out at a right angle or an 
obtuse angle with the body and still have the el- 
bow free so that motion can be obtained from 


Open reduction of humerus with 


Fig. 5. Case 3. Anterior- 
posterior view of fracture of 
tibia and fibula before reduc- 
tion, 


time to time. This splint is easily removed for 
the use of passive motion. 

For treatment of fracture of the middle third 
of the shaft, the modified Jones apparatus is 
especially useful. With it, traction can be exert- 
ed on the lower fragment and still the elbow kept 
at a right angle. 

In fractures of the shaft of the humerus, espe- 
cially in the lower third, some sort of open op- 
eration is frequently necessary. This is made so 
by the fact that the musculospiral nerve is fre- 
quently involved and it is frequently impossible 
by any other means to approximate the ends in a 
satisfactory manner. In fracture of the shaft 
of the humerus, paralysis of the extensors due 
to injury of the radial or musculo-spiral nerve is 
comparatively common. It lies on the bone in 
the musculospiral groove in approximately the 
middle third of the bone. Paralysis may be 
caused: (1) by direct injury to the nerve at the 
time of injury; (2) by subsequent changes in 
the nerve due to its being stretched over the 
sharp edge of a fragment; (3) by inclusion in 
callus. Paralysis should be examined for early 
in the treatment. The symptoms of involvement 
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6. Case 3. Lateral view of fracture of tibia 


Fig. 
and fibula before reduction. 


of this nerve are wrist drop, ulnar abduction, 
diminution of the power of supination and also 
some sensory changes over the dorsum of the 
hand and forearm. The musculo-spiral nerve 
supplies the triceps, part of the brachialis anti- 
cus, brachioradialis and extensors of wrist and 
fingers. The branch to the triceps is given off 
before it enters the musculospiral groove, hence 
it is not often injured. 

In fractures about the elbow the after-treat- 
ment should begin as soon as swelling, pain, and 
muscle spasm have disappeared, usually at about 
the end of the second week. It should consist in 
the use of external heat, massage and exercise. 
Diathermy also is useful. 

Massage is important. It stimulates the circu- 
lation, aids the flow of lymph, and releases ad- 
herent tissues. Active and passive therapeutic 
exercises are begun after the first week. After 
active motion has been well started, it is done 
against resistance. 

I wish here to report in some detail the cases 
of fracture of the humerus included in this se- 
ries. 


Case 1. J. S., a male, aged 24, was admitted to the 
General Hospital on May 30, 1927, with a comminuted 
simple fracture of the distal third of the humerus. 
There was a moderate posterior and lateral displace- 


Fig. 7. 
racture of tibia and fibula after 
reduction. 


(June, 1923} 


Case 3. Lateral view of Fig. 8. Case 3. Anterior- 


posterior view of fracture of 
tibia and fibula after reduction. 


ment of the distant fragment. . Immediate treatment 
was given, consisting of bed traction and suspension 
with the arm in abduction and external rotation with 
the forearm flexed on the arm. Traction was main- 
tained for five days; at the end of this time, there was 
no change in the position of the fragments. An am- 
bulatory aeroplane splint with traction was then tried 
for the next five days, the displacement remaining 
about the same with a wide separation of the frag- 
ments as seen in Figure 1. 

Open reduction was resorted to on the eleventh day. 
The main trunk of the musculo-spiral nerve as it curls 
around the lower portion of the humerus was located, 
and held aside from the operative field. It is usually 
accompanied by the profunda brachii artery. Three 
fragments of bone were then exposed, a proximal, 
distal, and smaller intermediate portion. By manipu- 
lation, a perfect anatomical reduction was obtained, the 
fragments of the humerus being placed in direct 
alignment and end-to-end apposition. Two Parham- 
Martin bands were then applied, one to the upper por- 
tion of the fracture, and one to the lower portion. A 
pad of fat and superficial fascia was sutured about the 
exposed portion of the musculo-spiral nerve to prevent 
later involvement of the nerve by callus and the 
wound closed without drainage. A body cast was then 
applied with the arm slightly abducted and the fore- 
arm flexed on the arm. Figure 2 shows the two Par- 
ham-Martin bands in place. The patient was free from 
fever, was ambulatory, and the incision was clean and 
healed at the removal of the cast four weeks after the 
operation. Six weeks after operation, there was dense 
callus formation about the site of fracture, with bony 
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Fig. 9. Case 3. 


Q Fracture of humerus 
before reduction. 


Fig. 10. 


in place. 


union, and a very good anatomical and functional result. 
There were no findings at any time of either a primary 
or secondary involvement of the musculo-spiral nerve. 


Case 2. S. B., a male, aged 20, was admitted to the 
General Hospital on December 13, 1927, with a spiral 
fracture of the distal third of the humerus. There was 
a moderate lateral displacement of the distal fragment 
with slight separation. The arm was placed in an am- 
bulatory aeroplane splint in abduction. An x-ray taken 
on the ninth day showed complete lateral displacement 
of the distal fragment of the humerus and one-half 
inch overriding (Fig. 3). There was no involvement 
of the musculo-spiral nerve. 

On the eleventh day an open operation was per- 
formed under general anesthesia. The musculo-spiral 
nerve was in no way found involved and a small por- 
tion of muscular tissue was found between the frag- 
ments of the humerus, preventing a closer apposition. 
This was removed, the fragments approximated and one 
Parham-Martin band applied, maintaining an excellent 
position as shown in Figure 4. The wound was closed 
without drainage and a body cast applied with the arm 
in abduction. On the tenth day post-operative, the 
patient was first free and ambulatory. 


Case 3. B.S., a female, aged 54, was admitted to the 
General Hospital on April 7, 1927, with a transverse 
simple fracture of middle third of the left humerus 
and a comminuted compound fracture of the proximal 
third of the left tibia and fibula. The fracture of the 
leg was treated by immediate reduction and steriliza- 
tion, placed in a pillow splint and on the tenth day in 
a circular plaster cast. The appearance before and 
after reduction is shown in Figures 5 to 8. The cast 
was left on for four weeks and a posterior molded 


Case 3. ‘ 
humerus showing intramedullary splint 


Open reduction on Fig. 11. Case 3. Intramedullary 


splint in place with callus forma- 
tion. 


splint for two weeks more, obtaining a very satisfactory 
result. 

On admittance there was no separation or displace- 
ment of the fracture of the humerus. It was placed 
in a pillow splint for the first three days. At this 
time a wrist drop was noticed and the characteristic 
findings of musculo-spiral nerve paralysis were pres- 
ent. The arm was then placed in a Jones ambulatory 
humeral splint with traction on the arm and support 
for the wrist drop. An #-ray taken on the sixth day 
showed a complete medial displacement of the distal 
fragment of the humerus, with about 1 inch overriding 
as shown in Figure 9. 

On the ninth day an open reduction was done on 
the humerus, using an intramedullary tibial transplant 
taken from the anterior surface of the right tibia. The 
transplant was one quarter inch square and 3.5 inches 
long. It was forced into the medullary cavity of first 
the distal fragment and then the proximal fragment of 
the humerus, obtaining an end-to-end apposition and 
an excellent alignment of the fragments. 

The musculo-spiral nerve in this case was found lying 
in its usual position between the triceps and brachialis 
muscles. There was no severing or laceration of the 
main trunk of the nerve and the branches to the triceps 
and brachialis muscle were intact. There was, how- 
ever, a contusion and pressure on the nerve trunk from 
the lower fragment of the humerus. The nerve was 
thoroughly freed and a pad of fat and superficial 
fascia sutured about the nerve trunk. This was un- 
doubtedly a recent injury of the nerve sustained at the 
time of fracture. An #-ray taken two days after opera- 
tion shows the tibial transplant in place and the frag- 
ments in excellent alignment and position. A _ plate 
taken 5.5 weeks after operation shows the tibial trans- 
plant still in place and a large amount of callus for- 
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mation at the site of fracture, there being by this time 
a firm union (Figs. 10 and 11). 


Case 4. A. S., a male, aged 39, was admitted to the 
General Hospital on November 1, 1927, complaining of 
a wrist drop of three weeks duration. He had sus- 
tained an injury to his right wrist while cranking 
a car; this was immediately followed by swelling and 
pain about the wrist and hand. The loss of extension 
of the hand and fingers was gradual with a resulting 
complete wrist drop. There was adduction of the 
thumb, inability to adduct or abduct the middle, ring 
or little fingers. There was loss of muscular power 
of the hand and there was some loss of sensation of 
the hand. The patient admitted having a fracture 
about the elbow joint at the age of twelve, the exact 
pathology of which could not be determined. 

An x-ray examination of the elbow showed a marked 
amount of new bone production along the articular 
margins of the ulna at the elbow joint with a marked 


Fig. 12. New bone pro- 
duction about elbow joint 
with exostosis. 


Fig. 13. Case 8. Intra- 
condylar fracture of humerus 
after reduction. 


spur formation especially from the coranoid process 


and from the tip of the olecranon process. There was 
also a large exostosis extending from the anterior sur- 
face of the distal end of the humerus from the region 
of the inter-cubital fossa (Fig. 12). 

A diagnosis of musculo-spiral nerve paralysis was 
made and operation performed. The musculo-spiral 
nerve was exposed over the region of the distal third 
of the humerus and to a point 2 inches below the 
elbow joint. Just above the elbow it was found to 
pass over a bony prominence to which it was firmly 
united by adhesions. The adhesions were cut and the 
nerve freed. At this point there was a division of the 
nerve into sensory and motor portions; stimulation of 
the motor portion caused the fingers to become ex- 
tended. A fat pad was sutured about the nerve and 
the incision closed without drainage. The forearm 
was placed in extension and the fingers and hand in 
hyper-extension. There was almost immediate improve- 
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ment after operation so that at the end of one week 
movement was beginning to return to the fingers and 
wrist. By the end of the third week the fingers could 
be moved fairly freely; there was still some impair- 
ment of sensation; flexion, extension, abduction, and 
adduction was present in all fingers, improving daily 
but not complete as yet. 


Case 5. H.S., a female, age 21, was admitted to the 
General Hospital on October 22, 1926, with a com- 
minuted simple fracture of the distal third of the 
humerus. An immediate reduction by traction and 
manipulation was done and the arm placed in bed trac- 
tion and suspension apparatus for three weeks. At 
this time there was only a slight lateral displacement 
of the distal fragment, no overriding, and a very good 
general alignment. A coaptation and a posterior mold- 
ed splint was then applied and the case made ambula- 
tory. Passive motion started in the fifth week and 
active motion in the seventh week. At the end of four 
months ,practically a perfect functional and anatomical 
result had been.obtained. The callus about the side of 
fracture at this time was quite dense and easily pal- 
pable but at no time was there any evidence of injury 
of the musculo-spiral nerve. 


Case 6. R. E., aged 6, was admitted to the Gen- 
eral Hospita) on May 12, 1927, with a transverse simple 
fracture of the proximal third of the humerus. There 
was a complete posterior and lateral displacement of 
the distal fragment with about 1 inch overriding. 
Treated with bed traction and suspension for three 
weeks, the arm being placed in complete abduction and 
external rotation. During the first ten days there were 
two unsuccessful attempts at reduction under the fluor- 
oscope. At the end of three weeks early union had 
taken place, and the arm was placed in a coaptation 
splint with the forearm in a sling. An -+-ray plate 
taken at this time showed a complete lateral displace- 
ment of the distal fragment of the humerus with a 
half inch overriding but with excellent alignment. 
There was a large amount of callus present at the site 
of fracture. The patient, seen at the end of seven 
weeks, showed practically a perfect functional result, 
good alignment of the arm, callus present, and half 
inch shortening. There was no evidence of involve- 
ment of the musculo-spiral nerve. 


Case 7. G. T., aged 7, was admitted to the General 
Hospital on June 20, 1927, with a transverse simple 
fracture of the proximal third of the humerus. There 
was complete medial displacement of the distal frag- 
ment and overriding of 1 inch. An immediate attempt 
at reduction under ether anesthesia under the fluoro- 
scope resulted in an improvement, the overriding be- 
ing corrected down to a quarter of an inch. Bed 
traction and suspension was then used for three weeks, 
and the arm then placed in a coaptation splint and the 
forearm in a sling. An +#-ray plate taken five weeks 
after the fracture showed only a quarter of an inch 
overriding with slight anterior and lateral displace- 
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Fig. 15. Case 8. Supracondylar frac- Case 8. 


5 Fig. 15. 
fracture before reduction. 


in acute flexion. 


ment of the distal fragment and dense callus forma- 
tion at the site of fracture. There was no evidence of 
involvement of the musculo-spiral nerve. 


Case 8. C. D., aged 7, was admitted to the General 
Hospital on May 6, 1927, with an intracondylar simple 
fracture of the distal third of the humerus. There 
was a T fracture with the transverse line involving the 
inter-epicondylar area, and a sub-periosteal line extend- 
ing through the mid-portion of the distal end of the 
humerus into the joint space. There was a marked 
posterior and slight medial displacement of the distal 
fragment. Under ether anesthesia, an immediate re- 
duction by traction and manipulation was done, and 
the arm placed in the position of acute flexion, being 
immobilized with adhesive. A perfect reduction was 
obtained by the x-ray check-up as shown in Figure 13. 
Passive motion of the forearm and elbow was started 
on the ninth day; by the eighteenth day the arm was 
carried in a sling; and at the end of seven weeks a per- 
fect anatomical and functional result had been obtained. 


Case 9. F. H., aged 6, was admitted to the General 
Hospital on May 8, 1927, with a supracondylar simple 
fracture of the distal third of the humerus. There was 
a complete posterior and lateral displacement of the 
distal fragment as shown in Figure 14. Immediate 
reduction under ether anesthesia under the fluoroscope 
was carried out, the arm being placed in acute flexion. 
This resulted in a marked improvement but still left a 
complete posterior displacement of the lower fragment 
but good lateral alignment as shown in Figure 15. Two 
days later a second reduction under anesthesia and with 
the aid of the fluoroscope was done, this time placing 
the forearm in full extension on the arm and main- 
taining immobilization by anterior and posterior padded 
splints. This resulted in a marked improvement of 


fracture after first reduction; arm 
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Supracondylar Fig. 16. Case 9. Supracondylar 


fracture after second reduction; arm in 
extension. 


the position as shown in Figure 16. Passive motion and 
massage of the forearm and elbow were started on 
the eighth day. By the twenty-first day the forearm 
was in a right angle splint. At discharge on the twen- 
ty-fifth day there was flexion at the elbow up to 100°. 
The patient then left our observation. 


Case 10. L. D., a male, aged 61, was admitted to the 
General Hosipital on July 10, 1926, with a simple frac- 
ture of the surgical neck and greater tuberosity of the 


humerus. There was no impaction, the shaft was dis- 
placed medially and the head of the humerus rotated 
upward; there was slight overriding. The arm was 
placed in abduction and external rotation was main- 
tained by traction and suspension for ten days. At the 
end of this time a triangular humeral splint was used 
and maintained for the next five weeks. An +s-ray 
taken at this time showed a marked improvement, the 
upward rotation of the head had been corrected, there 
was no overriding, but a slight outward angulation and 
considerable callus formation. 


Case 11. A. M., a female, aged 55, was admitted to 
the General Hospital on May 24, 1927, with an im- 
pacted fracture of the surgical neck of the humerus. 
Without breaking up the impaction a triangular hu- 
meral splint was applied for four weeks, thus main- 
taining the arm in abduction. Passive motion was 
started the fourth week and active motion the fifth 
week. The arm was maintained in a sling for two 
weeks after the removal of the splint. At the end of 
eight weeks a fairly satisfactory result was obtained 
both functionally and anatomically. 


Case 12. G. D., a male, aged 37, was admitted to 
the General Hospital on December 25, 1926, with an im- 
pacted fracture of the surgical neck of the left hu- 
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merus. There was a slight posterior displacement of 
the shaft of the humerus and a rotation of the head of 
the humerus. The arm was placed in a triangular hu- 
meral splint in abduction for three weeks, which entirely 
corrected the rotation of the head of the humerus and 


[June, 1928} 


the displacement of the shaft, resulting in an excellent 
apposition. During the fourth week the arm was 
placed in a sling, motion started, and evidence of callus 
formation noted. By the eighth week a perfect result 
had been obtained. 





REFRACTORINESS TO INSULIN 


There is a gradually increasing number of records of 
diabetic patients who seem to be resistant to the ex- 
pected remedial action of insulin. In a recent case, a 
patient proved relatively refractory to insulin for some 
months, responded only to enormous doses, and slipped 
into coma or precoma as soon as these doses were re- 
duced. Tests showed that the refractory condition was 
not due to an inhibitory substance—an anti-insulin—in 
the blood. The observers of this case are inclined to 
believe that the peculiar reactions shown by their pa- 
tient can best be explained by assuming that the diabetes 
was not due exclusively to pancreatic insufficiency but 
to the lack of some substance other than insulin and 
equally necessary for the metabolism of carbohydrates. 
(Jour. A. M. A., February 18, 1928, p. 549.) 





“LYSOL” 


Lysol is not the discovery of any one person but 
was evolved gradually and is a good illustration of the 
way in which manufacturers appropriate the discoveries 
of others, develop them and turn them to proprietary 
use. The ill deserved patent protection for Lysol hap- 
pily expired long ago and the product can now be 
made by any one. This cresol-soap solution has been 
admitted to pharmacopeias, not under the original 


name “Lysol” but under descriptive names such as that 
in the United States Pharmacopeia—“liquor cresolis 
compositus.” In 1912 the Council on Pharmacy and 
Chemistry published a report in which objection was 
made to the method of exploitation which tended to- 
ward its indiscriminate and ill advised use by the 
public. The use of cresol in the form of the pharma- 
copeial product liquor cresolis compositus rather than 
under a proprietary name is in the interest of rational 
therapy. (Jour. A. M. A., March 31, 1928, p. 1063.) 





AURICULATOR NOT ACCEPTABLE 


The Council on Physical Therapy reports unfavor- 
ably on the Auriculator, submitted to the Council by 
Dr. Maury M. Stapler, Macon, Ga. It is stated to be 
a device for treating certain classes of deafmutism. 
The apparatus is a slightly different adaptation of a 
principle that has long been employed in the treatment 
of tubotympanic adhesive processes. The Council de- 
clares the Auriculator inadmissible for inclusion in the 
list of devices for physical therapy which are accept- 
able (1) because no scientific evidence has been pre- 
sented to warrant the claim that it can be used suc- 
cessfully in treating deafmutism and (2) because the 
descriptive material submitted with the device contains 
unscientific and incorrect statements as to the causes of 
deafmutism. (Jour. A. M.°A., March 10, 1928, p. 767.) 





POLYCYSTIC KIDNEY WITH CASE REPORT OF SURGICAL 
TREATMENT 


EDWARD BRATRUD, 


M.D., F.A.C.S. 


Warren, Minnesota 


OLYCYSTIC or congenital cystic kidney is 

a condition of extreme interest clinically and 
pathologically. By the above, we recognize a 
progressive cystic degeneration of the kidney 
cortex, congenital in nature and with heredity 
playing an important etiological role. It is an 
essentially bilateral condition in 90 per cent of 
the cases, but usually more marked on one side. 

The cysts are multilocular, variable in size and 
number, and have no direct connection with the 
kidney pelvis. The cyst content is composed of 
a serous, viscid, albuminous or bloody, at times 
seropurulent fluid. 

The cystic degeneration is progressive, usual- 
ly over a considerable period of time, with re- 
sultant slow but steady compression atrophy of 
the kidney parenchyma. In uncomplicated 
cases this continues until the kidney tissue is re- 
placed by connective tissue which forms a 


skeletal structure of a large functionless kidney 


mass. Demise of the patient occurs from 
chronic interstitial nephritis, uremia or causes 
allied thereto, provided serious complications 
from intercurrent diseases do not supervene. 


FREQUENCY 


According to different autopsy reports, the 
frequency seems to be about one in every 700 
cases. 


HEREDITY 


This condition is congenital. Heredity, there- 
fore, plays an important part. One observer 
traced fourteen proven cases in one family tree. 
Other congenital defects are often present. 


AGE 


Often present at birth, occasionally with such 
marked kidney masses as to cause trouble in de- 
livery, a fair percentage occur in the early years 
of fetal life. Otherwise, approximately 50 per 
cent of the cases appear in the fourth and fifth 
decades, with very few appearing after the age 
of sixty. Apparently, therefore, most of the 
cases showing extensive involvement appear rel- 
atively early in young life and progress rapidly 
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to a fatal termination. Otherwise, the appear- 
ance incidence is relatively low until the age of 
forty or forty-five. 

SEX 


Male and female are apparently equally af- 
fected. 
ETIOLOGY 


1. Virchow propounded the theory, now dis- 
credited, of obstruction due to papillitis. 

2. The neoplastic theory of epithelial prolifer- 
ation from tubular irritation does not satisfac- 
torily explain the condition. 

3. The malformation theory seems to be gen- 
erally accepted at the present time. The cortex 
and medulla of the kidney containing the con- 
voluted tubules and loops of Henle arise from 
the metanephric anlage of the Wolffian body, 
while the collecting tubules and pelvis arise di- 
rect from the Wolffian duct—two embryological 
structures, therefore, forming the kidney as a 
whole. Failure of or mal-union at the time of 
the beginning of secretory activity of the glo- 
meruli is proven to give rise to cyst formation. 
Degeneration is a secondary occurrence. 

Direct continuity between cysts and tubules 
seems present, however, in some cases, according 
to Davis, Bunting, Green and other observers. 
Mal-union, i.e., cessation of development fol- 
lowed by degeneration, is our most satisfactory 
explanation of the condition at this time. 


SYMPTOMATOLOGY 


The symptoms are variable but depend pri- 
marily on the pathological process present and 
the extent to which it has progressed, with the 
resultant derangement of kidney function and 
the effects thereof on the individual patient. The 
age of appearance governs the symptoms ma- 
terially. In infancy the prominent factor fre- 
quently is the tumor mass or masses, while those 
appearing later in life usually give the complex 
of kidney insufficiency or one or more of the 
variable complications which may arise. There- 
fore, the symptoms will be grouped under the 
following headings: 
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1. Symptoms due to pressure and weight ef- 
fects. Tumor masses involving right and left 
kidney regions may be only palpable or may be 
of enormous size extending across the midline or 
to the pelvis. They may be hard, firm, and non- 
fluctuating and usually but not always move with 


Fig. 1. Pyelogram, left kidney. 


respiration. At birth and in infancy, these tu- 
mors frequently fill the abdomen. The effects of 
these masses in the abdomen are manifested in 
varying degrees of abdominal discomfort, back- 
ache, kidney pain and occasional colic, with con- 
stipation and gastric upsets frequently a prom- 
inent factor. 

2. Symptoms due to chronic interstitial ne- 
phritis. As soon as degeneration has pro- 
gressed to the point where kidney function is 
impaired, we have the symptom complex of 
chronic interstitial nephritis occurring with def- 
inite regularity. Urinary and blood findings to- 
gether with secondary circulatory changes of a 
progressive nature with pre-uremic symptoms 
gradually lead to uremia, anuria and death from 
kidney insufficiency. 

3. Symptoms due to complications: 

(a) Hematuria—the most important—occurs 
in 40 to 50 per cent of the cases. It may be 
gradual or sudden in onset ; is variable in amount 
and frequency over short or long periods of time. 
The bleeding is at times controlled with difficulty, 
and, as in the case herein cited, may demand 
radical and heroic treatment. The characteristic 
but by no means pathognomonic bleeding in poly- 
cystic kidney is the irregularly continued passage 
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of old, dark blood which has been retained in the 
cysts which finally rupture into the kidney pelvis, 

(b) Infection. Infection of ascending or de- 
scending type with dangerous pyelitis and oc- 
casional abscess with attendant symptoms is apt 
to occur at any time and may be an obstacle in 


Fig. 2. Gross appearance of left kidney 
after rupture. Large cysts, upper pole. 


the way of diagnosis of the underlying condi- 
tion. 

(c) Lithiasis. 

(d) Malignancy. 

DIAGNOSIS 

Diagnosis depends upon a general survey as 
regards : 

1. Age. 

2. History of the patient. 

3. Physical examination, with signs of tu- 
mor in one or both flanks. 

4. Urinary and blood findings of chronic in- 
terstitial nephritis. 

5. Blood pressure. The increase in blood 
pressure in these cases is of great diagnostic 
value. 

6. Functional tests. These are always def- 
initely diminished and a persistently low P.S.P. 
of 25 to 35 per cent is very important. 

7. Urological survey. Differential functional 
tests and pyelograms are in many cases the de- 
ciding factors in diagnosis. 

PYELOGRAM 
Bearing in mind that the kidney is usually 
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enlarged in all directions but especially longi- 
tudinally, there exists: 

1. Characteristic lengthening of kidney pelvis 
with little or no dilatation of same. With this 
lengthening and cystic compression comes ob- 
literation of the calices, first usually the middle 


Fig. 3. Cut section, left kidney. 


calix, giving rise to the “dragon type” of pelvic 
shadow. 

2. Pressure of the cysts on the calices and on 
the pelvis itself leads to encroachment with 
widening and blunting of the calices with the 
typical crescent or saucer-type deformity. At 
times, the encroachment is such as to give the 
narrow spider-form calix simulating a neoplasm, 
but the frequent and characteristic blunt termina- 
tions are quite diagnostic. We may consider the 
pyelogram showing the above as almost pathog- 
nomonic. With increasing extra-renal pressure, 
the resultant pyelographic findings become ex- 
tremely interesting and at times very bizarre. 

Braasch calls attention to further character- 
istic changes in certain cases where the pressure 
has caused almost complete obliteration of all 
calices, leaving an oval type of pelvis; also to 
changes in the pelvic axis as well as to definite 
changes incident to inflammation. A most im- 
portant characteristic, however, is that the pye- 
logram of the least affected kidney is frequently 
most pathognomonic. 


In the differential diagnosis, the factors of hy- 
dronephrosis, neoplasm, solitary kidney cysts and 
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echinococcus cysts must be ruled out. Neoplasm 
seldom occurs bilaterally, and with due regard 
to symptoms and findings can usually be differen- 
tiated; similarly, the same is true of solitary 
cysts. Hydronephrosis may be bilateral but care- 
ful attention to history and urinary findings to- 


woo 


Fig. 4. 


Low power kidney parenchyma. 


gether with pyelogram should be sufficient. Cases 
have come to operation, however, where exten- 
sive hydronephrosis in the fetal type of kidney 
causes errors in treatment, but this should not 
happen if we bear in mind the characteristics of 
the various factors encountered. 


PROGNOSIS 


An essentially progressive, degenerating, in- 
curable condition exists. The infantile cases 
succumb early, and those passing the first dec- 
ade of life we only occasionally meet before the 
symptoms incident to degeneration, complications 
or intercurrent disease make the condition known 
—most frequently in the third and fourth decade. 

Length of life after onset of the nephritic 
syndrome is perhaps two to five years but cases 
of much longer duration are on record, depend- 
ing, of course, on the rapidity of degeneration 
with its attendant kidney insufficiency and the 
demands imposed upon the kidneys. 


TREATMENT 


The treatment is essentially medical, being di- 
rected to the chronic interstitial nephritis, with 
symptomatic treatment of the secondary diges- 
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tive, circulatory and other manifestations as they 
arise. A rigid dietetic regime with intense ac- 
celeration of the avenues of elimination will do 
much to prolong life. 

Various forms of surgical treatment have been 
tried—decapsulation, kidney fixation, nephrot- 
omy, etc., some with a fair degree of success 
but a large operative mortality. Rovsing’s 
treatment of puncture and evacuation of the 
larger cysts has given rather pleasing results in 
a fair percentage of cases. 

Treatment of the complications is similar to 
that in any other kidney. Infections have been 
benefited greatly by free drainage and to a less 
extent by antiseptics. Some cases of hemor- 
rhage respond to the administration of coagu- 
lants internally, with lavage of the kidney pelvis 
with silver nitrate or other styptics, but, bearing 
in mind the pathology present in this condition, 
we can readily realize the futility of reaching the 
source of the hemorrhage by injections into the 
kidney pelvis. 

Nephrectomy has been carried out in some 
cases but is contra-indicated excepting in those 
cases where complications threaten the life of 


the individual. The mortality of nephrectomy 


is 30 per cent. Nephrectomy should never be 
performed excepting where the other kidney 
shows a fair functional capacity. 


CASE REPORT 


B. B., a male, aged 23, single, by occupation a book- 
keeper, was admitted to the hospital Nov. 2, 1927. 

Family history, except for the presence of various 
congenital defects in the maternal side of the family, 
was unimportant. 

Previous disease—smallpox at the age of fourteen. 

EKormer operations—tonsillectomy (age of thirteen 
years); for hypospadias (age of three years)—unsuc- 
cessful. 

Complaint: The patient was apparently well until 
three weeks ago, when a sudden onset of hematuria 
followed moderate exertion. General abdominal dis- 
tress and a fullness with backache (1) across the 
kidney region were present. Patient was hospitalized 
and treated medically, but bleeding occurred inter- 
mittently and became rather profuse two days ago. 
The blood was always rather dark and thoroughly 
mixed with urine. 

Examination Nov. 2, 1927.—The patient is a well de- 
veloped and well nourished adult male of anemic ap- 
pearance. Weight 145 pounds. 

Examination of eyes, ears, nose, throat and chest are 
negative. ‘ 

The abdomen is somewhat distended and tender (1) 
with a moderately rigid left rectus, the maximum ten- 
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derness being in the left kidney region. The outline 
can be made out of a definite, hard, firm, non-flucty- 
ating mass moving with respiration and apparently in 
or connected with left kidney. Murphy percussion js 
positive on the left, less so on the right. 

The genitalia are normal except for a second degree 
hypospadias with evidence of old operative scars. 

Rectum, spine, joints, extremities and reflexes are 
normal. 

Urinalysis: Sp. gr. 1,015, acid, albumin (2) blood 
(4), pus (3). 

Hemoglobin 70, red count 3,550,000, leukocytes 10,- 
400, differential count normal. 

Wassermann negative. 

P.S.P. 35 per cent in two hours. 

Bl. Pr. 140-80. 

Blood urea 17 and creatinin 2 mgm. in 100 cc. of 
blood. 

Cystoscopic examination Nov. 3, 1927.—Bladder ap- 
pears quite normal after being thoroughly washed of 
old blood. Dark blood emerges from the left ureter. 
Clear urine spurts regular from the right ureter. No. 
6 catheter passed to right and left kidneys. Urine 
from the right kidney is neutral with no albumin, 
sugar, pus or blood. Urine from the left kidney is 
neutral, contains albumin (2), blood (4), pus (2). 

Differential P.S.P.: 20 per cent on the right and 
6 per cent on the left in 55 minutes. 

Radiogram shows a large left kidney extending from 
the upper part of the tenth dorsal to the mid-portion 
of the third lumbar vertebra, the upper half being 
much larger than the lower. 

The right kidney is slightly enlarged. 

Pyelogram of the left kidney shows a normal sized, 
much elongated kidney pelvis with typical encroach- 
ment, blunting or flattening and characteristic saucer- 
type deformity. Upper major calix is incompletely 
filled with a very little diffusion of the iodide into the 
parenchyma. 

Diagnosis.—Congenital cystic kidney. 

Nov. 4, 1927.—Urine right and left kidney negative 
to tubercle bacilli. Culture left kidney shows a mixed 
colon bacilli and streptococcic infection. 

Treatment.—Dietetic, various coagulants internally 
and administration of 20 c.c. whole blood intramuscu- 
larly daily. 

Nov. 6, 1927.—Patient continues to bleed rather freely 
and complains of severe abdominal discomfort with 
anorexia and occasional vomiting. He is losing ground. 

Cystoscopy and lavage of the left kidney with 1 per 
cent silver nitrate. 

Pyelogram of right kidney shows a rather definite 
picture of congenital cystic kidney. 

Nov. 10, 1927.—Cystoscopy was repeated and further 
lavage with silver nitrate as patient continues doing 
very poorly. 

Blood examination November 11 shows red cell count 
of 2,900,000, hemoglobin 68, white count 11,600 with 
differential count practically normal. 

The diagnosis is quite evidently that of bilateral poly- 
cystic kidney with persistent hemorrhage and infection 
in the left kidney. The hemorrhage being of such an 
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intractable nature, not responding to the usual methods 
of treatment and being further complicated by infec- 
tion, it is deemed best to explore the left kidney with 
the view of operative intervention toward saving the 
patient’s life. 

Operation.—Following preliminary saline and glucose 
infusions November 11 and the morning of November 
12, operation was performed under local and regional 
anesthesia with the administration of a small amount of 
gas and ether for ten minutes. 

Kocher-Mayo incision. A large polycystic kidney, 
densely adherent to the peritoneum, was exposed. The 
twelfth rib was resected but the upper part of the 
kidney could net be exposed, so the eleventh rib was 
also cut. In the manipulation that followed, the pleura 
was torn, but was closed immediately with no apparent 
bad results. After considerable difficulty the pedicle 
was isolated for safe ligation and the kidney removed. 
Wound was closed with Penrose drains. 

The postoperative condition was fairly good. Sub- 
cutaneous saline and glucose saline solutions were ad- 
ministered freely for the first seventy-two hours. Ex- 
cepting for a rather sudden acute dilatation of the 
stomach occurring forty-two hours postoperatively, the 
patient had a rather uneventful convalescence and left 
the hospital eighteen days later with the wound en- 
tirely healed and feeling fine in every respect. Urine 
contained neither albumin nor pus and only a very 
occasional red cell. 

Pathology.—Kidney mass weighs 1,200 grams—yel- 
low, red and bluish in color, irregularly nodular from 
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numerous large and small cysts with very thin capsule 
which is ruptured in places, especially at upper pole, 
where cysts have attained the size of hen’s eggs. Cyst 
content semifluid, yellow and dark, with a large blood 
clot distending the upper pole of the kidney and com- 
municating with the pelvis, and evidence of infection 
in the kidney pelvis quite marked. Parenchyma of the 
kidney, particularly the upper pole, practically de- 
stroyed. ; 

Dec. 28, 1927.—Patient has resumed occupation and is 
feeling well. 

P.S.P. 35 per cent in two hours. 
normal. 

Patient understands the necessity of a carefully reg- 
ulated life and will be checked up at intervals. 


Urine practically 


BIBLIOGRAPHY 


. Braasch: Urography. Ist and 2nd editions. 

. Cabot: Urology. Vol. ii. 

. Cummings: Polycystic kidney disease. Am. Urol., 
ii, February, 1928. 

. Davis, James E.: Neoplasia of the kidney. Am. 
Jour. Obst. and Gynecol., June, 1925. 

. Eisendrath, D. M.: Polycystic kidney. Ann. Surg., 
Ixxiii, 1921. 

. Young: Practice of urology, ii. 

. Rovsing, Am. Jour. Urol., viii, 1912. 

. Singer, N., and Brans, J.: Congenital cystic kidney 
in the newborn. Surg., Gyn. and Obst., 1924. 

. Tenenbaum, Jas. L.: New York State Jour. Med., 
xxvii, No. 12, June, 1927. 





KALZAN NOT ACCEPTABLE FOR N. N. R. 

The Council on Pharmacy and Chemistry reports that 
Kalzan is the name applied to a double salt of calcium 
and sodium lactate manufactured by Johann A. Wul- 
fing, Chemical Works, Berlin (The Wulfing Co., Inc., 
New York, distributor). The product is claimed to 
have none of the irritating properties of calcium chlo- 
ride and to possess the advantage of being more read- 
ily retained in the tissues than ordinary calcium lac- 
tate. This is claimed to be due to the presence of the 
sodium lactate, which is claimed to increase the alka- 
linity of the blood and to enhance the ability of the 
tissue cells to hold the absorbed lime. These claims the 
Council held not to be substantiated by acceptable evi- 
dence. The Council held Kalzan unacceptable for New 
and Non-official Remedies because it is an unoriginal 
compound marketed under a proprietary, nondescriptive 
name; because the therapeutic claims advanced for it 
are unwarranted, and because its use is irrational and 
unscientific in that this double salt of calcium lactate 
and sodium lactate is of a lesser therapeutic value than 
calcium lactate alone. (Jour. A. M. A., April 7, 1928, 
p. 1117.) 


HART’S ALIMENTARY ELIXIR OF BEEF NOT 
ACCEPTABLE FOR N.N. R. 

This product, generally referred to in the advertising 
as “Hart’s Elixir,” is stated by E. J. Hart & Co., Ltd., 
to have the following composition: total solids, 20.75%, 
total proteids (peptones, albuminoids), 2.65%; carbo- 
hydrates, 12.0%; alcohol, by volume, 19.5%; sodium 
glycerophosphate, to each fluid ounce, 6 grains; po- 
tassium glycerophosphate, to each fluid ounce, 6 grains; 
preservatives used, alcohol and glycerin. This prep- 
aration belongs to the class of liquid medicinal foods 
which the Council on Pharmacy and Chemistry has 
omitted from New and Non-official Remedies because 
their usefulness in present-day dietotherapy lacks sub- 
stantiating evidence. It is “fortified” with glycero- 
phosphates, which are now generally considered of lit- 
tle therapeutic value. It is marketed under a name 
which is therapeutically suggestive, with claims that are 
extravagant and misleading, and in a way to lead the 
public to depend on it for nourishment which it does 
not contain. The Council declared Hart’s Alimentary 
Elixir of Beef unacceptable for New and Non-official 
Remedies. (Jour. A. M. A., April 7, 1928, p. 1117.) 








HE three characteristic features of Graden- 

igo’s syndrome as described by him in 1904 
are acute inflammation of the middle ear, pain, 
especially in the temporoparietal region, and pa- 
ralysis of the sixth cranial nerve. Gradenigo 
says briefly that the patients are young, that the 
otitis media may or may not be accompanied by 
mastoiditis, and that the ear drum may or may 
not be perforated. There is severe pain, usually 
distributed to the temporoparietal region. About 
one month or more after the onset of the middle 
ear symptoms, diplopia develops suddenly due to 
the involvement of the sixth cranial nerve. Optic 
neuritis is absent. Within about two months of 
this time, sometimes with operation and some- 
times without, the pain subsides and with it the 
diplopia. Occasionally diffuse meningitis devel- 
ops and the patient dies. 

In discussing the cause of palsy of the sixth 
nerve, Gradenigo suggests circumscribed purulent 
leptomeningitis due to a lesion of the bone at the 
petrous tip spreading to the dura mater. Bal- 
lance says: “In the majority of these cases, the 
infection has spread by way of the cells around 
the eustachian tube and the cellule petrose 
to the apex of the petrous, the abscess is ex- 
tradural, and the nerve is caught just as it pierces 
the dura.” 

During the last three years three patients, be- 
sides the one whose case is reported here, whose 
condition was illustrative of Gradenigo’s syn- 
drome, have been observed in the Mayo Clinic. 
Two of the first three patients recovered; one 
patient developed diffuse meningitis and died. 


REPORT OF CASE 


The fourth patient, a man aged 45, came to the clinic 
in November, 1927, because of diplopia. Two and a 
half years previously, during the course of an acute 
cold in the head, infection of the right middle ear 
developed. The drum was incised and there was dis- 
charge from the ear for two months. During the next 
year and a half, there was frequently a dull pain in 
this ear, always worse with colds. One year prior to 
examination, a horse kicked him in the right temporal 
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region, and he lost consciousness for a few minutes, 
Swelling appeared behind the right ear but subsided 
in a few days. A week after the accident he was un- 
fortunate enough to contract a head cold, followed 
in two or three days by pain in the right ear, and 
slight fever, which continued for three weeks. About 
this time, the right side of the face became completely 
paralyzed. Complete mastoidectomy was performed. 
the paralysis disappeared rapidly. The wound healed 
and after four or five weeks the ear became dry. Five 
months later, because of swelling of the postauricular 
scar, an incision was made, through which pus drained 
for five and a half months. Then the discharge stopped 
entirely. At this time pain which was not severe was 
noticed behind the right ear, with fever of from 99° 
to 100°. Five days before examination there was onset 
of severe aching pain in the right temporal region ex- 
tending to the right jaw. On the day following, diplopia 
was noticed, especially on looking to the right. Pain 
and diplopia continued. There was no vertigo. 

On examination the patient appeared healthy, and 
without much pain. The temperature was normal. The 
right drum membrane was thick and scarred. The 
landmarks were obscured. There was a tiny sinus at 
the lower end of the old mastoidectomy scar, but 
neither from this nor from the middle ear was there 
any discharge. The right external rectus muscle was 
partially paralyzed (graded 3). The left ear and the 
nose and throat appeared normal. There was little 
change in hearing in the right ear. Bone-conduction 
was increased and there was slight conduction deafness. 

A few hours after the examination, sudden severe 
frontal headache developed. The neck was not rigid, 
there was no Kernig’s sign, and the fundi were nor- 
mal. The temperature was 100°, and in a few hours 
rose to 103°. Basal meningitis was suspected and 
lumbar puncture made. The spinal fluid was under in- 
creased pressure, and was cloudy, showing 2,500 poly- 
morphonuclear leukocytes and 300 lymphocytes for each 
cubic millimeter. No organisms were seen in the fresh 
fluid and there was no growth in the cultures. The 
following day, the patient’s condition had changed lit- 
tle. The headache persisted. The neck was now def- 
initely rigid. Thirty cubic centimeters of spinal fluid 
was withdrawn. Cultures from this fluid and from 
fluid withdrawn later were sterile. After the second 
drainage, there was marked improvement. 

Spinal drainage was continued at intervals of from 
twenty-four to forty-eight hours until, in all, the drain- 
age had been repeated six times. The number of cells 
in the spinal fluid decreased rapidly. In eight days, the 
count dropped from 2,800 to 484 cells. The drop was 
chiefly in polymorphonuclear leukocytes. There was al- 
ways a large percentage of lymphocytes but these in- 
creased actually as the number of the polymorphonu- 
clear leukocytes decreased. The first spinal fluid with- 
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drawn showed 2,500 polymorphonuclears and 300 lym- 
phocytes. The fluid at the time of the second drainage 
contained 2,200 polymorphonuclear leukocytes and 350 
lymphocytes, and at the time of the sixth drainage 37 
polymorphonuclear leukocytes and 447 lymphocytes. 
The fundi remained normal. Six days after examina- 
tion, the palsy of the external rectus had almost dis- 
appeared. 

The patient left the hospital ten days after admission, 
with mild pain in the right temporoparietal region. The 
diplopia had disappeared. The ear and mastoid wound 
had remained dry. During the next month, the only 
complaints were slight headache, worse when he was 
lying down, and a sensation of numbness over the 
right side of the nose and over the right cheek. There 
was no return of the ocular palsy. Lumbar puncture, 
one month after dismissal from hospital, showed 
slightly increased pressure, and a cell count of 24: 
1 polymorphonuclear leukocyte and 23 lymphocytes. 


COMMENT 


In all but one particular this case is similar to 
others reported as illustrative of Gradenigo’s 
syndrome. The trouble with the right ear had 
existed for two and a half years. Although the 
more serious symptoms dated back a year, to 
about the time the patient was kicked by a horse, 
yet there had been pain in the ear from time to 
time, especially marked with colds. The relation 
between the injury received at the time of the 
kick, and the mastoiditis accompanied by seventh 
nerve paralysis, is uncertain. Following the kick, 
the postauricular swelling subsided without ear- 
ache or other signs of ear trouble. The patient 
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contracted a head cold seven days after the in- 
jury; earache followed and the seventh nerve 
palsy occurred three weeks later. There appears 
to have been a definite relation between the mas- 
toiditis and the serous meningitis with sixth 
nerve palsy which developed eleven months later. 

The lesion which caused the serous meningitis, 
or the meningitis itself, involved not only the 
sixth nerve but also the gasserian ganglion and 
even after the meningitis had subsided, irritation 
of the fifth nerve persisted, possibly due to the 
formation of adhesions or postinflammatory 
thickening around the gasserian ganglion. It is 
difficult to be certain of the manner in which the 
sixth nerve involvement was produced. It is 


probable, though, that it was caused by extension 
of the infection from the middle ear either in the 
manner suggested by Ballance or possibly by way 
of the sublabyrinthine route, extending from the 
tympanum by way of the cells, below the laby- 
rinth and the internal auditory meatus to the tip 
of the petrous bone as suggested by Perkins. 
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THE WRIGHT TUBERCULOSIS TREATMENT 

A Mrs. Carrie Wright was in the “consumption cure” 
business at Corinth under the names “Wright Tuber- 
culosis Healthorium” and “Carrie Wright T. B. Foun- 
dation.” Carrie Wright was the wife of one Charles 
O. Wright, who had been engaged in “consumption 
cure” quackery for years. The nostrum was sold un- 
der various trade names: “The Dr. C. O. Wright Co.,” 
“Wright Ricks Drug Company,” “Wright-Duering An- 
titoxine Company,” “Wright Chemical Company,” and 
probably others. The A. M. A. Chemical Laboratory 
analyzed a specimen of the “Wright’s Tuberculosis 
Treatment” obtained from Corinth, Mississippi, and 
also a specimen of “Wright’s Tubercular Remedy” 
from the Carrie Wright Foundation at Chicago. From 
its tests the Laboratory concluded that the first prep- 
aration is essentially a water-glycerin solution to which 
caramel has been added and that the second specimen 
appeared to be identical with the first. (Jour. A. M. A., 
April 7, 1928, p. 1141.) 


USE OF LENS ANTIGEN IN CATARACT 


The successful cure of cases of incipient cataract by 
the injection of lens antigen as proposed by A. E. 
Davis is yet to be reported. In 1924 the Council on 
Pharmacy and Chemistry considered the evidence avail- 
able and found it insufficient to permit recognition of 
the product. In the six years that have elapsed since 
lens antigen was first proposed for use in the treatment 
of cataracts there has been no scientific corroboration 
of Davis’s alleged results. (Jour. A. M. A., April 14, 
1928, p. 1239.) 





REMEDIES FOR SEASICKNESS 


It has been reported that sodium nitrite is of value 
in the treatment of seasickness. A support of this 
method comes in a report that glyceryl trinitrate— 
which acts as a nitrite—was found to prevent and cure 
seasickness. (Jour. A. M. A., April 28, 1928, p. 1381.) 





URETERAL STRICTURE IN THE FEMALE* 


Lee Monroe Mites, B.S., M.D., F.A.C.S. 
Saint Paul 


UR conception of ureteral strictures is very 
recent in origin. Kelly’ in 1902 wrote as 
follows, “It is a little strange that although 
enough has been written about strictures of the 
urethra to fill volumes, practically nothing, next to 
nothing practical, has been said about strictures 
of the ureters.” He then went on to describe 
strictures of the ureters as due to inflammation 
of the ureters by the common pyogenic organ- 
isms and outlined the methods of diagnosis and 
treatment. 

It is true that strictures of the ureters had been 
known and described in the older literature, but 
these strictures were classified chiefly as con- 
genital or traumatic and most of the reports were 
based on autopsy findings or on reports of find- 
ings at operation. Very few cases were inten- 
tionally diagnosed during the life of the patient. 

It was not until Hunner? published in 1916 a 
report of fifty cases of ureteral stricture in the 
female, that the attention of the profession was 
called to the two most important features of this 
condition, namely the frequency of its occurrence 
and the exact nature of the inflammatory process 
which is the cause of it. A storm of protest fol- 
lowed Hunner’s epoch making paper and it was 
not until numerous other urologists began to use 
his methods of diagnosis and applied his criteria 
for strictures of the ureter that the sound basis 
of his work was established. Indeed so clearly 
and exactly has he presented his work that what- 
ever of scepticism there may be in the mind of 
the profession is cleared away if an honest at- 
tempt is made to apply the methods of diagnosis 
with which he has developed. 

Ureteral stricture is a condition in which the 
lumen of one or both ureters is narrowed to the 
extent that the outflow of urine from the kidney 
to the bladder is impeded at one or more points. 
This narrowing of the ureter is due: (1) to an 
inflammatory process originating in the urinary 
tract, 4.¢., intrinsic; (2) to an inflammatory 
process in the peri-ureteral tissue involving the 

*A Contribution from the Department of Obstetrics and 
Gynecology of the Peking Union Medical Coe Peking, 


ina, with additional cases. Presented before staff of 
Saint Luke’s Hospital, and Midway Hospital, St. Paul. 


ureter by extension or constricting it as a result 
of scar formation (this presupposes an extra- 
renal focus of infection) ; (3) to mechanical ob- 
struction caused by tumors, pregnancy, torsion, 
adhesions, or surgical interference. Hunner is of 
the opinion that the most frequent causative fac- 
tor is the presence of a focus of infection in the 
tonsils, teeth or sinuses. However, because of 
the fact that strictures of the ureter occur with 
much greater frequency in females than in males 
we should look for the cause of this in a source 
of infection or a focus of infection which occurs 
in the female and not in the male. There would 
seem to be good evidence pointing to the cervix 
uteri as a likely focus of infection. The location 
of the strictures in the broad ligament region 
most frequently and the extreme prevalence of 
other evidence of infection in the peri-ureteral 
region such as the presence of calcified lymph 
glands and phleboliths would point at a local 
rather than a remote focus of infection. 

Strictures may occur at any point in the course 
of the ureter but the most frequent sites are in 
the broad ligament region and in the region of 
the iliac group of lymph glands just below the 
point at which the ureter crosses the pelvic brim. 
Strictures may frequently be located in the blad- 
der wall region and occasionally in the lumbar 
portion of the ureter or at the junction of the 
ureter with the pelvis of the kidney. Strictures 
rarely occur at the sites of normal anatomical 
narrowing of the ureter. A great majority of 
strictures are bilateral. 

The local pathology at the site of the stricture 
has been described only in a few cases. Hunner 
and Wharton* have reported the findings in seven 
cases, the material being either operative or from 
autopsy, in which a diagnosis of ureteral stric- 
ture had been made during the life of the patient. 
The stricture is composed of a thickened ureteral 
wall with the formation of dense fibrous tissue 
and round cell infiltration. The mucosa is intact 
in some cases and destroyed in others. In case 2 
of this report the ureter was examined at the 
site of the stricture. The wall of the ureter was 
thick and fibrous and the mucosa was absent. 
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‘ig. 1. Case 1. Pyelogram showing enormous dilatation 


Fi 
of the kidney and ureter with abrupt end of dilatation at 
stricture ‘“‘s.”” Note that there is no fluid in the bladder. 
No. 5 F catheter plain. 


The pathology of the ureter above the stricture 
area is essentially a thinning of the structures 
composing its wall with dilatation of the lumen. 
The kidney also shows more or less marked path- 
ological changes depending on the duration of 
the stricture and the degree of narrowing pres- 
ent. Hydronephrosis is the common result of 
stricture of the ureter with more or less marked 
degeneration of the renal parenchyma. Probably 
most distended kidneys sooner or later become 
infected and we have the added picture of a pye- 
litis or a pyelonephritis. 

Decrease in kidney function in cases of stric- 
ture with hydronephrosis has been shown by 
Hinman‘ and his co-workers to be due to dimin- 
ished blood supply which causes degeneration of 
the kidney parenchyma. This diminished blood 
supply is caused by longitudinal stretching of the 
arteries with a corresponding diminution in di- 
ameter and of course a diminished rate of blood 
flow. Regenerative power of the obstructed kid- 
ney was shown by the same workers to be re- 
markable following relief of the obstruction pro- 
vided the other kidney had not already undergone 
compensatory hypertrophy or, in those cases in 
which hypertrophy had taken place, if the bur- 
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Fig. 2. Case 1._ Pyelogram of same patient after dilata- 
tion of stricture with bulb catheters. Free returns of fluid 
to bladder around a No. 8 F. catheter. 


den of secretion where thrown on the obstructed 
kidney by damaging the hypertrophied kidney. 
Relief of obstruction after the kidney paren- 
chyma had been damaged by long obstruction, 
without interference with the hypertrophied kid- 
ney function, resulted in an atrophy of the 
kidney. 

Pain is the most constant symptom of ureteral 
stricture. This pain may vary from a constant, 
nagging pain to the most severe paroxysmal na- 
ture. The most frequent location of the pain is 
in the back in the lumbar region but is frequent- 
ly in the sacral region. Pain in the lower quad- 
rant or quadrants of the abdomen is the next 
most frequent site. The pain may or may not be 
referred by the patient to the urinary tract. It 
is frequently referred to the digestive tract be- 
cause of its cramp-like peristaltic nature. Ten- 
derness to pressure which the patient herself 
notices is a common complaint. Patients fre- 
quently say that they have had to discard belts 
and tight clothing about the abdomen because of 
the pain. It is not uncommon to find patients 
whose chief complaint is a sacral backache fitted 
out with a sacro-iliac belt by some physician, 
complaining bitterly or unable to wear the belt 
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because of pressure on the abdomen. One pa- 
tient complained that when she sat down the roll 
of fat on her abdomen caused her severe pain. 
Pain at the menstrual periods is usually worse 
than at other times though on questioning we 
find that this is not a true dysmenorrhea but an 
increased intensity of a pain that is present at 
other than the menstrual times. 

Urinary symptoms may be marked or entirely 
absent. This depends to a large degree on the 
extent of bladder involvement. With a con- 
comitant cystitis we find of course, that the 
patients complain of frequency, burning, strang- 
ury; but in a large number of cases the patients 
will complain of none of these symptoms. In 
fact they will declare that they have no “bladder 
trouble” but on questioning we may find that 
they do have extreme urgency of urination and 
difficulty in retaining the urine once the urge to 
void occurs, or they may even have slight in- 
continence. Violent changes in intra-abdominal 
pressure as in coughing or sneezing often result 
in involuntary passage of urine even though the 
bladder is not full. This is apparently due to the 
increased pressure forcing the pent up urine past 
the stricture with resultant bladder contraction. 

Remote symptoms such as headaches, vague 
digestive disturbances, “biliousness,” eructations 
of gas, distention of the bowel are frequent com- 
plaints while general malaise and a feeling of 
being constantly “all in” are almost uniformly 
present. 

Physical examination reveals pain on pressure 
which may be generalized over the entire ab- 
domen; but tenderness to pressure over certain 
points of the urinary tract is of greatest impor- 
tance. These points of tenderness are located as 
follows: 

1. In the kidney regions just below the costal 
margin in front with counter pressure at the 
costo-vertebral angle posteriorly. This causes 
pain which is both local in the kidney region and 
radiates downward toward the bladder. The 
lower pole of the right kidney is normally 
palpable. Enlargements of the kidneys and hy- 
permobility may also be determined by this pal- 
pation. 

2... Of more importance than the preceding 
sign is.the pain caused by pressure over the points 
at which the ureters cross the pelvic brim. These 
points. are about one and one-half inches lateral 
and -below...the umbilicus. . Pressure at these 
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points causes pain which may be referred either 
to the kidney or bladder or both. On the right 
side this point corresponds closely with McBur- 
ney’s point and if only one side is palpated a 
diagnosis of chronic appendicitis may be made, 

3. Pressure on either side just above the 
inguinal ligament at the level of the internal ring 
causes pain and frequently a feeling of a full- 
ness in the bladder. 

4. By vaginal examination the ais of the 
bladder may be palpated and in the fornices on 
each side pressure on the ureter in the broad 
ligament region causes severe pain. Frequent- 
ly the ureter can be palpated in this manner and 
can be positively localized as the source of the 
pain. 

Laboratory examination of the urine may be 
most deceiving. Catheterization of the bladder 
should always be done. The urine should be 


examined uncentrifuged. Finding four or more 
pus cells per high power field indicates some in- 
flammation of the urinary tract ; however the ab- 
sence of pus cells does not rule out the possi- 
The same statement applies 
to the presence or absence of red blood corpus- 


bility of a stricture. 
cles. Pus cells will be present only in those cases 
with intrinsic urinary infection and red blood 
cells will be present only in those cases with 
damage to the continuity of the urinary mucosa. 

Diagnosis of stricture can be made only by the 
most painstaking and thorough study of the en- 
tire urinary tract. It can not be too strongly 
emphasized that simple cystoscopy which reveals 
an apparently normal bladder is not sufficient to 
rule out lesions above the bladder and conversely 
a cystoscopic examination which reveals an in- 
flamed condition of the bladder should not be 
taken as proof that the disease is confined to the 
bladder. Many cases of chronic cystitis never 
clear up until proper consideration is given to 
treatment of the urinary tract that is not visible 
through the cystoscope. 

Catheterization of the ureters, preferably one 
at a time, is necessary to determine the presence, 
location and extent of lesions beyond the range 
of the cystoscope. As a rule predominant symp- 
toms exist on one side and it is my rule to 
examine that ureter first. The following is my 
routine in examining a patient for stricture of 
the ureters. . 

The entire surface of the bladder is first in- 
spected thoroughly. Lesions are made note of 
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Fig. 3. Case 2. Pyelogram showing marked hydrone- 
phrosis and some dilatation of the ureter. Stricture at ‘“‘s.” 
Note tortuous ureter at junction of fourth and fifth lum- 
bar vertebrae with dilatation both above and below. 


and localized conditions such as_ trigonitis, 
bullous edema, or localized area of ulceration 
are treated by direct application through the 
cystoscope. Then the ureteral orifice is exposed, 
the character of the opening is noted, the activity 
and character of kidney secretion is observed 
and then the ureter is catheterized with as large 
a catheter as possible. At the first examination 
this catheter is not quipped with a wax bulb for 
reasons that will be stated later. Resistance to 
the passage of the catheter short of complete ob- 
struction is not of great importance because there 
are a number of factors that influence the re- 
sistance to introduction of the catheter such as 
the friction against the cystoscope and friction 
of the wire stylet which is held stationary as the 
catheter is inserted. If a number 8 F. catheter 
will not pass, smaller catheters are used until one 
passes to the kidney. Urine secretion is observed 
and two specimens are taken, one for micros- 
scopic examination and the other for culture. The 
capacity of the urinary tract is next determined 
by injecting slowly into the catheter some solu- 
tion which will be recognized as it returns from 
the urinary tract through a bladder catheter. The 
injection is carried on until the patient notices a 
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Fig. 4. Case 3. X-ray showing calculus. 


sense of fullness in the kidney and the amount 
of fluid injected is noted; also the presence or 


absence of return flow per bladder. A normal 
kidney and ureter will hold up to ten cubic cen- 
timeters of fluid. Any kidney that holds over 
twelve cubic centimeters of fluid is dilated to a 
certain degree. 

While the injection of fluid is taking place or 
after it is completed most patients will volunteer 
the information that it causes discomfort in the 
same location and the same character as the 
“old pain.” Questioning the patient who does 
not volunteer any comments will usually bring 
out the information that the pain of injection is 
the same as that which she has previously experi- 
enced. 

Following the capacity test, the patient, if she 
is in a hospital, is taken to the x-ray laboratory 
and films are taken of the entire urinary tract 
and then the kidney and ureter are injected with 
a suitable solution and pyelo-ureterograms are 
taken. Again the volume of solution injected for 
the films is noted. Examination of the films will 
show in most instances whether calculi are pres- 
ent or not, and a study of the pyelo-ureterograms 
will show dilatation of the tract if present to any 
marked degree and will also demonstrate the lo- 
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cation -of strictures if present and will also dem- 
onstrate return flow to the bladder. The reason 
a plain catheter is used in taking the pyelograms 
is that if a bulbed catheter were used a stricture 
might be dilated sufficiently to allow return flow 
to the bladder and would otherwise obscure the 
findings. X-ray examination is of particular 
value in ruling out other renal conditions such as 
calculi, for it is very common to have a roentgen- 
ologist report a normal urinary (normal to +- 
ray) in which there is demonstrable dilatation by 
capacity test and other positive cystoscopic evi- 
dence of stricture. 

The catheter may now be removed or the pa- 
tient may be returned to her bed with the 
catheter in place and a renal function test per- 
formed estimating the function of one kidney 
through the renal and the other through the blad- 
der catheter. This is, of course, accurate only in 
case there is no return of fluid around the 
ureteral catheter and constitutes the second rea- 
son for not using a bulbed catheter at this ex- 
amination. 

Reaction following ureteral catheterization is 
another important point in the diagnosis. 
Catheterization of a normal ureter is moderately 
painful and is followed by cramp-like pains 
which as a rule disappear in a short time and do 
not require treatment. Passage of even a plain 
catheter through a strictured ureter causes trau- 
ma and edema which interferes further with the 
outflow of urine and these patients always have 
severe reactions. The pain is intense and may 
stimulate that caused by passage of a calculus. 
Morphine is almost always required to relieve 
pain. in stricture cases. Most patients, especial- 
ly those in whom a catheter as large as an 8 F. 
have been passed, experience a feeling of relief 
from their old symptoms after about twenty-four 
hours and feel better than before the ordeal of 
cystoscopy. 

Varying from a week to ten days after the 
first examination the ureter is again explored, 
this, time using catheters with wax bulbs. A 
normal ureter will readily admit of the passage 
of a bulb 5 mm. in diameter. For diagnosis, 
smaller bulbs are used, passing the largest size 
that will go through the entire course of the 
ureter. Again, resistance short of complete ob- 
struction to the bulb are discounted on insertion 
of the catheter. Instillations are again carried 
out, as before and capacity and return. flow are 
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observed. On withdrawal of the catheter resis. 
tarice is taken note of and the distance from the 
external urethral orifice is recorded. This “hang” 
on withdrawal of the catheter is the most im. 
portant of all the diagnostic points. The resis. 
tance may be very great. Multiple strictures in 
the same ureter may be encountered and their 
location estimated with considerable accuracy; 
Reaction is likely to be severe, but after the stric; 
ture has been dilated with a bulb the impyaiie: 
ment is noticeable to the patient. The patient 
can also be assured that the pain following subse: 
quent dilatations will be less severe than the re- 
action of the first examinations. : 

The treatment of ureteral stricture, whether 
there is infection in the urinary tract or whether 
the urine is sterile, consists in promoting urinary 
drainage by systematic dilatations of the stric- 
ture. In infected cases urinary antiseptics by 
mouth such as urotropin or hexylresorcinol are 
indicated. Lavage of the kidney and ureter with 
mild antiseptics, such as 1 per cent mercuro- 
chrome, 1-1,000 silver nitrate or with hexylresor- 
cinol S.T.-3 7 should always be done, in infected 
cases aS a curative measure and in the non- 
infected cases as a prophylactic measure. Mer- 
curochrome intravenously has not given good 
results. Cleaning up the foci of infection is a 
prime requisite in therapy. 

Since strictures are more often bilateral than 
unilateral the other ureter should also be inves- 
tigated in the same routine manner as the first 
after treatments have been begun. The relief of 
symptoms following a few dilatations of the 
one ureter will give the patient encouragement 
to go through with the same routine on the other 
side. 

While relief of pain and disability is of great 
importance of even greater importance is the 
prevention of damage to the kidney substance 
that is sure to follow in cases that are neglected. 
As in every chronic condition, the earlier treat- 
ment is instituted the better the prognosis. Once 
there is marked dilatation of the kidney and 
ureter as a result of obstruction the kidney func- 
tion is impaired due to actual degeneration of 
kidney parenchyma. 

Operative treatment is rarely indicated as a 
treatment of the stricture itself, though it may 
be necessary to relieve some accompanying con- 
dition. In the cases here presented operations 
were performed in seven of the nine cases but 
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Figure 5. Case 3. Ureterogram showing injection ma- 
terial in lower ureter and bladder with calculus in ureter. 


in only one was the operation performed to re- 
relieve the stricture. The other operations were 
done for some accompanying or complicating 
condition. 

The: prognosis of ureteral stricture depends 
upon a number of factors. This is essentially 
a chronic condition and the success of treatment 
depends to a large degree, as does the prognosis 
of urethral stricture in the male, upon the tact 
and persistence of the physician and the perse- 
verance of the patient. The patient naturally 
wants to know how many treatments she will re- 
quire for a cure. This can not be answered 
positively. Usually six to eight dilatations of 
the strictured ureter, providing the bulbs can be 
progressively enlarged at each treatment until a 
bulb 5.5 to 6 mm. in diameter will readily pass 
through the strictured area will suffice to give re- 
lief, in many cases permanent and in others over 
a period of months... Some cases require another 
series of treatments if the condition: recurs.» No 
genito-urinary surgeon feels disgraced if he has 
to treat a stricture of ‘the urethra over months 
or even years of time to relieve his patient; 
certainly no stigma should be attached if treat- 


ments. of stricture of the ureter. take a number: 


of treatments or if they recur affer°a périod 6f 


Fig. 6. Case 3. Pyelogram after calculus was removed 
and dilatation with bulb catheters had been done. Marked 
hydronephrosis and hydroureter with tortuous upper ureter, 
marked ptosis of kidney and unusual outward tilting of 
lower pole. 


time during which no treatments have been given. 
Hunner*® has reported the end results in a series 
of 100 stricture cases in which no treatments 
had been given for a period of at least five years, 
with 29 per cent, of completely cured, 50 per 
cent much improved, 15 per cent improved and 
6 per cent not improved. In this series the aver- 
age number of treatments was seven per stric- 
tured ureter. 


CASE REPORTS 


Case 1. Miss E. P., single, nullipara, aged 34, was 
seen in June 1922. Complaint; pain and irritation in 
bladder region for two and one-half years. She had 
been treated for cystitis in Tientsin, with bladder irri- 
gations, autogenous vaccine and urotropine without re- 
sult. 

Past history unimportant except for appendectomy 
performed in April, 1920, without relief from symp- 
toms. Cystoscopy performed by Dr. Char of the 
Surgery Department.: No difficulty in passing No. 5. 
F catheter into right ureter- Normal bladder mucosa 
except for slight congestion of right ureteral orifice. 
Left ureter also catheterized at same time. Culture 
from right kidney showed an atypical colon-typhoid 
organism. She was cystoscoped and the right ureter 
was lavaged with 1 per cent mercurochrome on five oc- 
‘casions during June and July, 1922. On the last four 
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examinations sterile urine was obtained per catheter. 
No pyelograms were taken at this time. No further 
treatments were given until December 14,, 1922, when 
she returned because of return of her old trouble. At 
that time Dr. Char had pyelograms taken with the re- 
sult shown in Figure 1. This shows definite stricture 
of the right ureter near the bladder. 

On December 28, 1922, she was referred to me for 
treatment of the stricture. On that occasion she was 
cystoscoped and a catheter with a 3.5 mm. bulb was 
passed with considerable difficulty through the ureter. 
On withdrawal there was a firm “hang” at 7.5 cm. 
from the ureteral meatus. This would locate the stric- 
ture in the broad ligament region. At this time the 
same organism that was isolated by Dr. Char was again 
found present in cultures of the right kidney urine. 
From December 28, 1922 to April 2, 1923, she had in all 
six dilatation treatments of the right ureter, the largest 
bulb used in treatment being 5.5 mm. in diameter. The 
left ureter was not involved. On two occasions it was 
investigated and a 4 mm. bulb passed freely without a 
“hang” on withdrawal. On April 2, 1923, a pyelogram 
(Fig. 2) was made. Renal function tests showed only 
slight impairment of the kidney. 

End result.—This patient was most difficult to handle, 
she was a neurasthenic individual and was constantly 
seeking advice from other physicians. During the time 
she was under treatment the bladder irritation disap- 
peared, she gained twelve pounds in weight and felt 
well. Shortly after the last treatment she went on her 
vacation and during the summer I heard from her that 
in London she had had a nephrectomy performed by 
Sir John Walker. In view of the condition shown in 
the second pyelogram with her generally improved con- 
dition it would seem reasonable to question the ad- 
visability of performing a nephrectomy. 

Case 2. Mrs. H. S. married, para (3), aged 32, was 
admitted to hospital April 18, 1923. 

Complaint; pain in the right lower quadrant of the 
abdomen of five years duration. 

Past history—appendectomy eight years previous to 
admission. Had influenza and pneumonia in 1919. 
Present illness began suddenly with pain and dragging 
‘sensation in the back and lower abdomen. This cleared 
up spontaneously with the passage of a large amount of 
urine. Second attack similar to first three years ago. 
Present attack began during pregnancy and has been 
continuous ever since birth of child eight months ago. 
Cystoscopy was done, both ureters catheterized, the 
left with a plain catheter and the right with a 3.5 mm. 
bulb. Bladder normal except for inflammation around 
right ureteral orifice. Cultures negative on both sides. 
Pyelogram of right side was reported as a normal 
urinary tract although my note shows that 25 cc. of 
solution was injected with no return. Function test 
showed 35.7 per cent phthalein excretion from left 
kidney and 34.5 per cent from right. With definite evi- 
dence of dilatation of the ureter a diagnosis was made 
of stricture of the ureter. 

This patient was the wife of a missionary in a small 
mission station in the interior of China and it was im- 
possible for her to remain in Peking for treatment. 
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However, I saw her twice and dilated the stricture of 
the ureter in the hospital located in the mission station, 
One occasion was in February, 1924, and again in May, 
1924. 

She was readmitted to the hospital on March 27, 1925, 
with the same complaint as on her first admission, 
Cystoscopy was again done, the catheter could not be 
passed to the kidney but was obstructed in the lumbar 
region. The pyelogram (Fig. 3) was made. This 
shows marked hydronephrosis with increased move- 
ability of the right kidney and tortuous right ureter, 
The function of the right kidney at this time was 
practically nil. There was much pus in the excretion 
from the right kidney. The kidney was much enlarged 
and a diagnosis was made of pyelonephritis and a 
nephrectomy was done on March 31, 1925. 

The operation revealed a most unusual condition, 
The kidney was large and the capsule was found to be 
separated from the kidney by a bloody fluid so that 
when the capsule was opened the kidney was almost 
spontaneously delivered into the wound. The capsule 
was densely adherent to the surrounding structures and 
an intra-capsular nephrectomy was performed. The 
ureter was exposed a distance of 10 cm. from the kid- 
ney and at this point it was found to be thick and 
fibrotic. From the kidney to this stricture it was much 
dilated. The kidney and ureter to the stricture were 
removed. Convalescence was uneventful. The kidney 
and ureter were examined—the surface of the kidney 
was studded with round cystic elevations and on section 
through the organ these cysts were found throughout 
the kidney substance. The cysts varied in size from a 
few mm. in diameter to 1 cm. The pelvis of the kid- 
ney showed grossly the signs of inflammation and ul- 
ceration of the mucosa and sub-mucosal hemorrhage. 
The ureteral wall in the dilated portion measured 2 
mm. in thickness, at the site of the stricture it was 4 
mm. thick. Microscopically the kidney parenchyma 
showed marked degeneration and was infiltrated by 
leukocytes. The mucosa of the pelvis and ureter was 
absent and there was infiltration by leucocytes and sub- 
mucous hemorrhage. This picture is very difficult to 
explain. It may be a congenitally cystic kidney with 
pyelonephritis as a result of the stricture of the ureter; 
on the other hand it might be an acquired cystic condi- 
tion due to blocking of the urine by the stricture. 

The patient has remained well since the operation. 
Had she been able to be treated adequately and fre- 
quently after the diagnosis was first made I believe 
the kidney could have been saved. 

Case 3. Mrs. C. W., widow, para (3), aged 42, was 
admitted to medical service October 7, 1925. 

Complaint ; two acute attacks of pain in right lumbar 
region, one attack eight weeks and the other three 
weeks before admission. 

Past history—appendectomy twenty years ago, some 
pelvic operation seven years ago, tonsillectomy three 
years ago. In a routine x-ray examination three years 
ago a shadow was seen in the right kidney but nothing 
was done at this time. 

Present illness really dates from early spring of 1925 
at which time she had distress in the upper abdomen, 
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URETERAL STRICTURE IN 


Fig. 7. Case 4. Pyelogram showing two- definite stric- 
ture, one in the iliac gland region and the other in the 
broad ligament region. Slight hydroureter. Note ptosis of 
right kidney. 


indigestion, “gas pains” and loss of appetite. The sharp 
attack of pain eight weeks ago was characterized by 
pain in the right lumbar region radiating to the right 
thigh and vulva. Physical examination revealed noth- 
ing except a large freely movable right kidney. X-ray 
showed a dense shadow in the region of the ureter in 
the pelvis (Fig. 4). 

She was transferred to Gynecology and was cysto- 
scoped on October 12, 1925. The vessels of the trigone 
and posterior wall of the bladder were distended, 
otherwise the bladder was normal. The right ureter 
was catheterized with a No. 5 F. catheter with a wax 
tip. It was completely obstructed about 5 cm. beyond 
the bladder wall. X-ray films were taken after inject- 
ing through the catheter and Figure 5 shows the result 
which, with the scratch marks on the wax tip of the 
catheter, proved that the shadow was caused by a 
ureteral calculus about 5 cm. outside the bladder. Op- 
eration was performed on October 15, 1925. The 
ureter was exposed extraperitoneally and was found 
to be very much dilated at the pelvic brim. It was 
opened just below the pelvic brim and a stone was re- 
moved measuring 14 mm. in length by 8 mm. in diam- 
eter. Hegar dilators were then passed through the 
ureter to the bladder and it was dilated with great 
resistance up to 5 mm. diameter, the stricture holding 
very firmly on withdrawal on a perfectly smooth steel 
instrument. Convalescence was uneventful. 

Following recovery from operation the stricture in 
the ureter was dilated and the urine was cultured. 
B. coli in pure culture were obtained from the right 


THE FEMALE—MILES 


Fig. 8. Case 4. Same after dilating strictures and after 
the decapsulation operation. Ureter now shows one possible 
stricture at uretero-pelvic junction. Kidney is now in nor- 
mal position. 


kidney. On numerous occasions the ureter was dilated 
and irrigated with 1 per cent mercurochrome and at 
each occasion there was a positive culture of b. coli. 
The urine was alkalinized with sodium bicarbonate, an 
autogenous vaccine was made and injected, 25 c.c. of 
1 per cent mercurochrome equivalent to 5 mg. per kilo 
of body weight was injected intravenously all with no 
effect on the organisms until urotropine in gram doses 
four times a day with sodium benzoate to acidify the 
urine were given, whereupon the infection cleared up. 
Figure 6 shows the condition of the kidney and ureter 
on November 9, 1925, three weeks after operation. 

Although the patient dated her trouble from the pre- 
ceding spring we have the evidence of the previous 
x-ray that she had had a renal calculus for at least 
three years. This stone remained in the kidney pelvis 
until the ureter had become sufficiently dilated as a 
result of the stricture to enable it to pass through the 
ureter down to the stricture where it remained with 
little discomfort to the patient. 

Case 4. Miss A. J., single, nullipara, aged 31, was 
admitted to the hospital on January 3, 1925, complain- 
ing of severe pain in the right lower quadrant and in 
the right upper lumbar region. This pain had begun 
suddenly in June of that year with fever and much 
pus in the urine. A diagnosis was made at that time 
by another physician of pyelitis. 

On admission she was having acute crises of pain 
lasting four to five hours. Pain was worse on move- 
ment and patient could not endure the jolting of riding. 
in a rickshaw. 
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Past history—appendectomy in 1914, gastric ulcer 
‘diagnosed and treated by diet in 1918, upper abdominal 
‘exploratory operation in 1919 at which time nothing 
,was found except adhesions around stomach and gall 
bladder ; tonsillectomy, 1919. During the present attack 
‘of pain she has had severe pain in right lumbar region 
which did not radiate to bladder or down the thigh. 
She had no fever and bladder symptoms were absent. 
There was tenderness to pressure along the entire 
course of the right ureter and the kidney was exquisite- 
ly tender to palpation. 

She was cystoscoped on January 10, 1925, and a 
pyelogram was taken (Fig. 7). The right ureteral 
orifice was pin point in size and a catheter entered with 
great difficulty. The bladder was normal. Instillation 
of only 6 c.c. of 1-1,000 silver nitrate solution caused 
severe pain in the kidney, exactly of the same kind and 
location as her old pain. Urine cultured at the time of 
cystoscopy was sterile. Cystoscopy was done on three 
other occasions and the ureter was dilated to 5 mm., 
the bulb apparently reaching to the kidney pelvis. The 
left ureter was normal. 

In spite of an apparently well dilated ureter the at- 
tacks of renal colic persisted and on May 26, 1925, an 
operation was performed and the kidney was decapsu- 
lated and fixed in high position, on the basis of work 
by Dr. Cassler5 on nephralgia (Fig. 8). Convalescence 
was normal and she experienced complete relief from 
pain throughout the summer and gained both in weight 
and strength. However in September she had another 
attack of pain and was again cystoscoped and a 4.33 
mm. bulb was passed to the kidney without resistance, 
October 12, a 5 mm. bulb likewise passed without re- 
sistance. Shortly after this time she returned to 
America and’ was under the care of Dr. F. Hinman in 
San Francisco. He treated her for the strictured ureter 
but pain continued and in September, 1926, a nephrec- 
tomy was done. At operation he found the ureter ob- 
structed near the kidney pelvis. At this point it is 
extremely difficult to dilate with catheters. 

Case 5. Miss O. G., single, nullipara, aged 29, was 
admitted to the hospital on October 8, 1923, with amebic 
dysentery and symptoms suggestive of renal colic. She 
was treated on the medical service for amebiasis and 
was transferred to gynecology for diagnosis of the 
renal condition. Both ureters were catheterized and 
pyelograms taken (Fig. 9). The left ureter was ex- 
tremely difficult to catheterize and only a plain No. 5 F. 
catheter without wax bulb would pass. Because of the 
difficulty and the severity of the pain following pyelo- 
grams, the catheter was left in the ureter for several 
hours. When it was withdrawn there was very great 
resistance even on a plain catheter. Almost immediate- 
ly following removal of the catheter she began experi- 
encing the most excruciating pain. Morphine would 
not control the pain. The following morning an at- 
tempt was made to insert a catheter into the left ureter 
intending to leave it in place and thus admit of urinary 
drainage, but not even a No. 5 F. would pass. 

Four days later, the pain not having abated, the ureter 
was exposed extraperitoneally in the pelvic region and 
was resected and the free end was anastomosed to the 
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bladder. The ureter presented a most unusual picture. 
For a distance of 5 cm. from the bladder it was thick 
and fibrous and about 8 mm. in diameter. It resembled 
the ureter so little that it was exposed upward until 
normal ureter was unmistakably recognized and also 
traced into the bladder. The ureter above the stricture 
was thick walled but not dilated. Anastomosis was suc- 
cessful, pain was relieved at once-and convalescence 
was uneventful. She returned to her regular work as a 
nurse in a mission hospital in the interior of China 
and was able to carry on her work without discomfort 
from February, 1924 to January, 1925. 

Symptoms recurred and she returned to Peking and 
attempts were made over a long period of time to 
locate the opening of the uretero-vesical anastomosis 
without success. The right ureter which was also nar- 
rowed in the broad ligament region was dilated. It was 
my impression that the anastomosis had completely 
closed and that the pain was referred from the stric- 
tured right ureter. Finally in November, 1925, a trickle 
of urine was seen coming from the left ureter at the 
site of transplantation and attempts were made to 
catheterize it but even filiform bougies would not en- 
ter. A second operation was done—the bladder was 
opened and the ureter which was now dilated was ex- 
posed in the pelvic region. Under vision the ureteral 
orifice was dilated to No. 15 F. with Hegar sounds. 
The opening was occluded by a very thin but dense 
overgrowth of bladder mucosa. Relief was again ex- 
perienced and profitting by our previous experience this 
opening from the ureter into the bladder was kept di- 
lated without difficulty at intervals of two weeks until 
the summer of 1926, at which time I returned to Amer- 
ica. She was examined at the Mayo Clinic in 1927, and 
the opening of the left ureter into the bladder was 
reported to be functioning well. 

Case 6. Miss F. L., single, school teacher, aged 28, 
was admitted to hospital June 29, 1925, complaining of 
insomnia, pain on urination and bladder irritability of 
many years standing. She also had digestive disturb- 
ance, occasional diarrhea and occasional pain in upper 
abdomen. Had appendectomy and myomectomy in 1922. 
Abdomen very tender to palpation especially at the 
point where the ureter crosses the pelvic brim. Right 
kidney was large and palpable clear to the upper pole. 
Cystoscopy was done and right ureteral orifice found 
ulcerated and very inflamed. A plain catheter was in- 
serted and on injection the “old pain” was produced. 
On the next examination a 4.33 mm. bulb would not 
pass the ureter. A no. 8 F. catheter was inserted and 
the kidney held 11 c.c. of solution to sense of fullness 
with no return. The ureter was again examined and 
on this occasion a 4.33 mm. bulb was successfully 
passed, and on withdrawal there was a very firm hang 
at 8.5 cm. from the urethral orifice. Stricture was in 
the broad ligament region. At subsequent treatments 
the size of the bulb was enlarged. The pyelogram 
(Fig. 10) was taken April 3, 1926. The solution passed 
freely into the bladder and evidently the stricture was 
well dilated. However, she continued to have discom- 
fort in the upper abdomen, and backache, and on June 
12, 1926, a nephropexy was performed. Unfortunately 
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Fig. 9. Case 5. Bilateral pyelogram shows no dilatation 
and no stricture yet this is the patient who required an 
operation for relief of stricture in left lower ureter. 


a sinus developed in the incision and a second opera- 
tion was done in December, 1926, after my return to 
America and silk sutures were removed. Aside from 
this complication she was in good health at the time of 
the second operation. 

Case 7. Mrs. M. C., married, para (3), aged 27, was 
seen at the office on December 27, 1926, complaining of 
headache, constant backache, profuse vaginal discharge, 
and chronic indigestion. She had also irritation in the 
bladder with increased frequency of urination and ex- 
treme urgency. Coughing or sneezing caused uncon- 
trolled contraction of the bladder and small amounts of 
urine to pass involuntarily. Her trouble began six 
years ago following the birth of her first child and she 
has never been well since. Following the second child- 
birth she was in bed several months with thrombophle- 
bitis. Otherwise her past history is unimportant. 
Physical examination showed a freely moveable, tender 
right kidney, tenderness along the course of the right 
ureter and on the left side also at the pelvis brim por- 
tion of the ureter. The perineum was greatly relaxed 
and the cervix was deeply lacerated and inflamed. 
Cystoscopy revealed a trigonitis and a pin-point right 
ureteral orifice through which a plain No. 6 F. catheter 
passed with difficulty. The urine was blood tinged. 
Numerous pus cells were present. The kidney capacity 
was only 6 c.c. to the point of severe pain which she 
said was in the same location as her backache though 
more severe. Reaction was very severe. The left 
ureter was examined three days later and was found 
to be in the same condition. Bulbed catheters (4 mm.) 


Fig. 10. Case 6. Pyelogram made after a number of 
treatments of right ureter. Ureter uniformly larger than 
normal but no obstruction to outflow of fluid. Marked 
ptosis of kidney. Of interest are the two phleboliths indi- 
cated at “p.” 


were used and with considerable difficulty passed 
through the ureters and on withdrawal there was con- 
siderable resistance in the bladder wall region. She 
was admitted to the hospital and on January 7 was 
again cystoscoped and a pyelogram of the right kidney 
was made. The kidney and ureter held 20 c.c. of solu- 
tion without return. 

On January 8, 1927, a Sturmdorf tracheloplasty, 
perineal repair and suspension of the right kidney were 
performed. The nephropexy was done because of the 
marked digestive disturbance that was thought to be 
due to traction of the loose kidney on the other ab- 
dominal viscera. Convalescence was uneventful. Since 
operation the digestive disturbance has not recurred, 
she has continued with dilatations of both ureters, hav- 
ing altogether had thirteen treatments of the left and 
ten of the right ureter. Both ureters were dilated so 
that a 5 mm. bulb passed readily. The last treatment 
was on October 10, 1927, and she reports that she has 
had no further trouble with her back or bladder. 

Case 8. Mrs. J. C. M., married, para (1), aged 23, 
was first seen at the office on April 11, 1927, complain- 
ing of constant pain in back and soreness in the lower 
abdomen, frequency of urination with irritation in the 
bladder of 17 months duration beginning after her first 
baby was born. She stated that when she sits down 
the roll of fat on her abdomen causes pressure pain 
in the lower left side and also that she can not endure 
tight clothing around the waist line because of this 
internal soreness. At the time she came to me she had 
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an acute tonsillitis and so no cystoscopy was done. In- 

stead she was referred to an otolaryngologist for treat- 
ment and on April 20, her tonsils were removed. She 
returned for examination on May 10. She had tender- 
ness to pressure on both sides along the course of the 
ureters and over the kidneys but neither kidney was 
palpable. The pelvic organs were normal except for a 
large circular erosion on the cervix. The right ureter 
was catheterized with 3.5 mm. bulb on the catheter 
which passed without great resistance. Injection of 15 
c.c. of solution caused her old pain. Urine from right 
kidney showed 3 to 4 leukocytes per high power field 
and an occasional red cell. On May 14, left ureter was 
explored in the same manner. The left kidney and 
ureter would hold only 5 c.c. of solution because of 
severe pain. 

On May 30 she entered the hospital for #-ray study 
and for urine cultures. Both ureters were catheterized 
and cultures taken. A growth of staphylococcus was re- 
ported from the left ureter, no growth from right. 
Pyelograms were taken of both kidneys. The left 
kidney would hold only 6 c.c. of solution and the right 
held 20 c.c. though there was some return to the blad- 
ber. Both kidneys were in normal position. Both 
ureters are strictured in the mid-pelvic portion with 
possibly another narrowed zone near the bladder. 

The strictures on the left side have been much more 
resistant to treatment than on the right, the right ureter 
has been dilated altogether thirteen times and now 
readily admits the passage of a 5.33 mm. bulb and there 
is free return per bladder. Symptoms on the right have 
also disappeared. The left ureter has had twenty-one 
dilatations and to date I have been unable to pass a 
bulb larger than 4.66 mm. and that only on one oc- 
casion. A 4.33 mm. bulb will pass but with considerable 
resistance but the added .33 mm. will not go through. 
On withdrawal there are two constant points of great 
resistance, one at 15 cm. and the other at 8 cm. from 
the urethral meatus. Even with incomplete dilatation 
the patient declares that her condition is improved and 
she can now go for longer intervals free from discom- 
fort than formerly and she has more strength. The 
cervix was cauterized thoroughly and is now in good 
condition. 

Case 9. Mrs. J. A. J., married, para, (2), aged 40, 
was seen on June 17, 1927, with the complaint that she 
had constant desire to void, severe bearing down pains 
in the bladder and extreme tenderness in the lower 
abdomen more marked on the left which she called 
“colon trouble” because it was a cramp like progres- 
sive pain. These symptoms have been aggravated for 
two months. She has been in very poor health for 
years and has “doctored” a great deal. Appendectomy 
at 22 years, operation for tubal pregnancy at 28 years, 
goiter operation in 1927, has had also several operations 
on ears, nose and throat. 

Palpation of the abdomen revealed no tenderness 
over the kidney region nor was either kidney palpable. 
There was marked tenderness in both lower quadrants 
near the pelvic brim and over the symphysis pubis. 
Pelvic organs were normal except the cervix which had 
also been operated upon, evidently an Emmet trachelo- 
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plasty which had resulted in complete obliteration of 
the cervical canal with a small, almost pin sized open- 
ing connecting with the uterine cavity in the extreme 
upper right fornix. Catheterized urine showed very 
numerous pus cells and an occasional red cell. Cysto- 
scopy was done the next day. The bladder distended 
well with air but the mucosa was markedly inflamed 
especially on the trigone. The right ureter was a pin- 
point opening in a mound of edematous tissue. A No, 
8 plain catheter was inserted but was completely ob- 
structed at about 5 cm. outside the bladder. A No. 6 
F. catheter met the same obstruction but finally passed 
to the kidney. The urine from the catheter was full of 
pus cells, 8-10 per high power field and also numerous 
red cells were present. The reaction to this catheteriza- 
tion with a plain very small catheter was very severe. 
Typical attacks of renal colic in the right kidney de- 
veloped and lasted two days. They were so severe that 
it seemed possible, in view of the difficulty of catheter- 
izing the ureter that there might be a stone im: the 
lower ureter. egies 

She was taken to the hospital and was exantingd with 
x-ray on June 20. No stones were seen. Culture of 
urine was positive for b. coli. She was put on hexyl- 
resorcinol by mouth and dilatation treatments were be- 
gun. June 22, the right ureter was dilated with a 3.5 
mm. bulb with a firm hang 8 cm. from the urethral 
orifice. Capacity of kidney and ureter was only 6 c.c. 
Kidney and ureter were repeatedly instilled with 1-500 
silver nitrate. Bladder was instilled with the same 
solution on concusion of treatment. July 6, the left 
ureter was explored with a 3.66 mm. bulb. Instillation 
of 7 cc. of the solution, caused the same peristaltic, 
cramp-like pains in the left side that she had previously 
called “colon trouble.” There was a firm hang at 9 
cm. from the urethral opening. Right ureter was also 
dilated with 3.66 mm. bulb and irrigated. 

July 18, both ureters were dilated to 4 mm. with 
bulbed catheters and instillations carried out as before. 
General condition much improved and bladder condi- 
tion practically cleared up. Only very slight inflamma- 
tion around ureteral orifices was present. The final 
treatment was given on July 25, both ureters being di- 
lated to 4.33 mm. with bulbs. Both ureters are now 
dilated sufficiently so that on instillation there was free 
return on both sides. Urine cultures from both sides 
were now negative and urine clear. She has been free 
from symptoms from that date and has reported on 
two occasions that she is better than for years. 


DISCUSSION OF CASES 


These nine cases are not presented as typical 
ureteral stricture cases but because they bring 
out some point in diagnosis or treatment which 
I wish to emphasize. Nephrectomies were per- 
formed in three cases (1, 2, 4), one for pyelone- 
phritis, one for relief of pain that could not be 
accomplished by dilatations and one possibly un- 
necessarily but all three in cases of long standing 
stricture. Suspension of the kidney was done in 
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two cases (6, 7) to relieve symptoms other than 
those due to the stricture itself. One ureteral 
calculus (3) was removed with retrograde dilata- 
tion of a stricture and in one case (5)- operation 
was done for relief of the stricture. 

All of the cases excepting 7, 8 and 9 were 
examined by the otolaryngology department and 
foci of infection in the tonsils and sinuses were 
ruled out. Two of the three additional cases had 
negative tonsils and sinuses. Only one case (8) 
had inflamed tonsils, which were removed before 
treatment of the stricture was begun. All three 
of these cases had or had had severe lacerations 
of the cervix and operations were done on two 
of these cervixes and one was cauterized. Six 
of the cases (1, 2, 3, 4, 8, 9) either had positive 
urinary cultures or gave evidence from history 
of having had an intrinsic urinary tract infec- 
tion. Six of the cases (1, 3, 6, 7, 8, 9,) were 
either cured or greatly improved following dil- 
atation alone. One case (5) was cured after 
two operations, one a ureteral anastomosis with 
the bladder and the second a dilatation of the 
artificial ostium. 


CONCLUSION 


Ureteral stricture in the female is a common 
condition. 

It presents a fairly definite symptom complex 
with fairly definite physical findings. 

It can be positively diagnosed only by the use 
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of cystoscopy and ureteral exploration with 
bulbed catheters and with x-ray as a useful ad- 
junct. 


Aggravated bladder symptoms should indicate 
trouble in the kidneys or ureters and should lead 
to their exploration. 

Strictures of long standing result in damage 
to the kidney which may be so extensive as to 
render nephrectomy necessary. 

Consistent and persistent treatment of stric- 
tures will result in a great majority of cases in 
a permanent cure or at least in great improve- 
ment in the patient’s condition. 
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BILATERAL RENAL LITHIASIS* 


Martin NorDianp, M.D., F.A.C.S. 
Minneapolis 


ALCULUS may be single or multiple, in 

one or both kidneys, situated in the paren- 
chyma of the organ, in the pelvis, or in both 
simultaneously. If in the parenchyma, there is 
very little movement and often less disturbance 
in the function of the kidney, as illustrated in the 
case to be reported. On the other hand, in the 
pelvis, small calculi not adherent to the walls are 
usually freely movable and, if too large to pass 
through the ureter, may intermittently occlude 
the pelvic outlet, causing more symptoms and 
seriously interfering with the kidney function. 
That calculi should form simultaneously in both 
kidneys is a natural inference; yet, according to 
Eliot,? such an occurrence is the marked excep- 
tion and is perhaps accounted for by the fact 
that the chemistry of the urine collected by 
ureteral catheterization from either kidney does 
not always show the same composition and may 
vary to such an extent as to actually differ in 
reaction. 

However, Thomas? states that bilateral renal 
lithiasis is not a rare condition. He states that, 
according to his records, 12 per cent of renal 
stones occur in both kidneys in adults, with 6 
per cent in children. He states that 66 per cent 
of bilateral stones are multiple and occur in 
chronically infected kidneys, commonly called 
“stone formers.” He further finds the propor- 
tion of occurrence in male and female is 5 to 1 
and the average age forty-three years. 

According to Eliot, subjective symptoms are 
of little diagnostic value; nevertheless, they lead 
to x-ray examination. Thomas says that 66 per 
cent of his cases had no symptoms referable to 
kidney. This, I believe, is due to the fact that 
his report dealt with 203 cases in children and 
infants. Pain is the most constant symptom, 
subject to frequent variation. Renal calculus 
without pain occurs less frequently than gall- 
stones without pain. The most typical is lumbar 
pain, radiating downward and forward along 
the course of the ilio-inguinal nerve. Pain due 
to renal calculus is rarely referred to the op- 
posite kidney. 


*Presented before the Minneapolis Surgical Society, Dec. 1, 
1927. 
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Surgical treatment of renal calculus depends 
upon the number and location, whether one or 
both kidneys are involved and the condition of 
the kidney itself. The best method of approach 
after delivering the kidney is by an incision 
through the posterior wall of the pelvis. The 
location of the stone by #-ray, while accurate, is 
often misleading, as in interpretation of other x- 
ray films. Valuable assistance is gained by bi- 
manual palpation of the kidney in the course of 
the operation. The method consists of inserting 
the tip of the little finger through an incision in 
the posterior wall of the pelvis and the index 
finger of the same or opposite hand on the ex- 
ternal surface of the kidney. Large branching 
calculi are best approached by an incision in the 
pelvis, longitudinally parallel to the convex bor- 
der of the organ. For small stones an incision 
is made at right angles to the long axis of the 
kidney. Fracture of the calculus should be avoid- 
ed to prevent recurrence. After removal of the 
stone, the incision in the pelvis is best approxi- 
mated with one or more mattress sutures of cat- 
gut. Operation causes little disturbance of kid- 
ney function. The urine is not perceptibly di- 
minished in quantity during the first twenty-four 
hours. Nephrectomy is often done in calculous 
pyonephritis. When both kidneys are involved, 
it may be difficult to determine the appropriate 
treatment. A nephrectomy is not justified unless 
adequate renal sufficiency remains. 

The object of bringing this case before you is 
to illustrate the importance of careful preopera- 
tive diagnosis. To emphasize the dangers of in- 
sufficient examination, I will present the diag- 
nostic facts as they occurred in this case. 

V. S., a married man, aged 37, had a negative family 
and venereal history. 


Past history—Besides the usual contagious diseases 
and typhoid fever in childhood he had pneumonia in 
1918 and an appendectomy in 1910. 

Present complaint began in 1920, with a colicky pain 
in the lumbar region on the left side, radiating down 
the medial side of the thigh and into the flanks. An 
“x-ray examination at that time (in Cleveland) 
showed a large stone in the pelvis of the right kidney, 
for which an operation was suggested. Since then, he 
has passed several small stones with very little dis- 





BILATERAL RENAL LITHIASIS—NORDLAND 


comfort, the disturbances lasting from three to eighteen 
hours without serious after-affects. The patient has 
had chronic soreness and heavy drawing sensations in 
the back and in the region of the bladder. The last 
attack began suddenly March 22, 1927, with violent pain 
in the left flank, frequent urination and uncontrollable 
vomiting. The patient was brought to the office, where 
two hypodermics of 4% grain of morphine, one-half 


Fig. 1. Large calcified mass, occupying the right kidney 
pelvis and major calices and small triangular stone in the left 
ureter opposite the third lumbar vertebra. 


hour apart, 
hospital. 


gave no relief, and he was sent to the 
For the next seven days the pain was almost 
uncontrollable, and the patient had chills and an irreg- 
ular temperature, ranging from normal to 102. This 
subsided on the eighth day. 

General physical examination revealed a moderately 
well-nourished, healthy appearing middle-aged male of 
fair color. The heart and lungs were normal. 
for a general spasticity of the recti 
dominal examination was negative. 
sion was positive on both sides. 

X-ray examination of the urinary tract on March 
24, 1927, was reported as follows: “Plates of the 
urinary tract show a large calcified mass filling the 
right kidney pelvis, the major and some of the minor 
calices. There is no further evidence of urinary stone. 
Conclusions: Large urinary right 
(Fig. 1). 

Urinalysis on March 23, 1927, and repeated on March 
27, showed a moderate amount of albumin and a 
large quantity of pus, as well as a considerable num- 
ber of red blood cells. 

Cystoscopic examination by Dr. Owre on March 29, 
1927. The ureters were catheterized and only a few 
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drops escaped from the left ureter, which consisted 
mainly of pus and a few red blood cells. A normal 
quantity escaped from the right and this contained a 
few pus cells. Functional test revealed the dye ap- 


pearing on the right side in four minutes, although it 
was not recovered on the left side after forty min- 
Attempts to introduce sodium iodide into the 
left kidney pelvis were unsuccessful, the fluid passing 


utes. 


Fig. 2. Stones as in Fig. 1, as well as an opaque solution 
in the bladder which on account of the obstructing stone 
could not be injected into the pelvis of the left kidney. 


back into the bladder, as shown in the accompanying 
pyelogram (Fig. 2). The pyelogram showed the 
catheter in contact with the stone, and x-ray examina- 
tion on March 29, 1927, five days after the first x-ray, 
was reported as follows: 

“Plates of the urinary tract show a large calcified 
mass, occupying the right kidney pelvis and major cal- 
ices. There is also a smooth triangular stone in the 
left ureter opposite the third lumbar vertebra. An 
opaque solution was injected into the left ureter but 
reaches a point about one cm. below the stone in the 
left ureter. 

Conclusions: (1) Large kidney stone right kidney. 
(2) Large stone left ureter (Fig. 2). 

I cite the above detailed examination to emphasize 
the importance of the cystoscopic examination in check- 
ing in x-ray findings. The roentgenologist can be ex- 
cused for not seeing the stone in the left side in the 
first radiogram, as you will agree by examining the 
accompanying picture. The unusual size of the stone 
in the pelvis of the right kidney distracted the attention 
from the left side, where the outline of the small tri- 
angular stone overrides a peculiar, artificial, crescentic 
shadow on the film. The removal of the right kidney 
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might easily be contemplated, following an ordinary in- 
spection of the plates. This kidney, however, proved 
to be the only one that was functioning. 

On April 1, 1927, the triangular stone, the size of an 
almond, impacted in the outlet of the left renal pelvis 
was removed by delivering the left kidney through a 
Mayo incision and the pelvis incised vertically on the 
posterior side. The incision in the pelvis was closed 
with a mattress suture of No. 00 chromic catgut not 
including the lining of the pelvis, and a fatty pad su- 





j 


Fig. 3. Small stone removed at first operation, which oc- 
cluded the left ureter. 


tured over the line of repair. The patient made an 
uneventful recovery, leaving the hospital April 10, 
1927. 

While the patient had no further symptoms, he was 
anxious to have the larger stone of the right side re- 
moved and reappeared at the hospital, one month later, 
May 10, 1927. 

Cystoscopic examination by Dr. Owre at this time 
showed ureteral catheterization as follows: 

Right kidney—occasional epithelial cell, 20 to 25 pus 
cells and 2 to 3 r.b.c. 

Left kidney—rare epithelial cell, 2 to 3 pus cells, 2 to 
3 r.b.c. 

“Large traces of albumen were found and the reac- 
tion was neutral. Catheter passed to each kidney pelvis 
meets no obstruction. Urine collected. Indigo carmine 
intravenous shows in 5 minutes from the right and in 
8 minutes from the left kidney. Color test shows 
the right kidney to be a better functioning kidney.” 

Operation in the right side on May 13, 1927, was per- 
formed as on the left side, except incision in the pelvis 
was horizontal along the convex border of the kidney, 
two inches in length. The incision in the pelvis was 
closed with three interrupted mattress sutures of No. 00 
chronic catgut and fat implanted over the line of repair. 

The patient had an uneventful recovery. Repeated 
urine examinations since show small amount of pus, 
but albumin has disappeared. The patient has become 
very vigorous and states that he feels better than he 
has for years. 


[June, 1928] 


In conclusion, the case serves to emphasize the 
value of a thorough urological examination, in- 
cluding both cystoscopy and roentgenography be- 
fore proceeding to surgery. 


DISCUSSION 


Dr. THEODORE SWEETSER: There are several points in 
Dr. Nordland’s paper which deserve emphasis : 
The symptoms caused by ureteral calculus, especially 


metric! System 2 





Fig. 4. Large stone removed from the right kidney at sec- 
ond operation. 


in the right ureter, are often confusing. This man’s 
appendix had been removed some time ago; it may 
well be that he had appendicitis at the time, but the 
presence of urinary calculus and the experiences re- 
ported in the literature entitle us to wonder. The 
pain caused by ureteral and renal calculus is often en- 
tirely abdominal in location, and in many cases it does 
not radiate typically. A. B. Cycil, in 1920, reported a 
series of cases of urinary calculus, in 28 per cent of 
which the pain was entirely abdominal. In 10 per 
cent of that same series the urine was entirely normal. 
A few weeks ago I was asked to do a cystoscopy on a 
patient who had had repeated attacks of apparent gall- 
stone colic, so diagnosed by a number of physicians, 
and who had entered the hospital under that diag- 
nosis. Fortunately the preliminary roentgenogram had 
put the surgeon on guard. The cystoscopy and urog- 
raphy then demonstrated a conical stone, practically 
blocking the right ureter. Spasticity of the rectus ab- 
dominis muscle was present in Dr. Nordland’s patient. 
It is usually absent in cases of urinary stone unless 
there is an accompanying ureteritis or pyelitis, and is 
even then an unusual finding. It has often led sur- 
geons to the erroneous diagnosis of intra-abdominal le- 
sion, when the other symptoms of urinary stone were 
not typical. 

In considering the treatment of this patient, we agree 
that the operative removal of the stone blocking the 
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outlet of the left renal pelvis was the first indication 
and an imperative one. To have attacked the right 
kidney first would have been decidedly hazardous. 
After the immediate danger had been removed by ex- 
traction of the stone from the outlet of the left re- 
nal pelvis, the removal of the large stone from the 
right renal pelvis became a matter of judgment. The 
age of the patient, the good functional test, and the 
patient’s wish were potent arguments in favor of op- 
eration. Dr. Nordland is to be congratulated on hav- 
ing been able to remove the stone by pyelotomy, as the 
outlook for that kidney is much more favorable than 
if the stone had been removed by nephrotomy. 


Dr. S. R. MAxerner: I just wonder if Doctor Mann 
remembers a case which he had at the Government 
Hospital. I did the cystoscopic examination on the 
patient. We drained the kidney and went in later and 
removed the kidney, which was constantly forming 
stones. He would pass approximately a stone a day. 

Up to the time of the removal of his kidney he had 
no trouble with the other side. After we took out the 
kidney he formed just as many stones in the remaining 
kidney. I had him as a patient at Asbury Hospital, 
passing stones from the other kidney. He would 
come in with a small pill box in which he had collected 
a number of stones in the course of two weeks. 

About that time a German physician came out with 
the idea of giving salvarsan. I gave him repeated 
doses of salvarsan and with no benefit. The last time 
I saw this patient he got me out at 3:00 o’clock in the 
morning, as he was passing a stone and was having 
a great deal of pain. These stones seemed to be 
phosphatic. You could take them in your fingers and 
squeeze them with violence and they would crush up 
into a little fine white powder. The patient had pus in 
the urine all the time. 


Dr. ArtHUR T. MANN: When I was in London I 
spent some time in the Hospital for Stone in the Blad- 
der. Later we saw large collections at Liverpool. It 
seemed to be their impression that there must be some 
infective cause behind the stones. There was one man 
who had made a great study of this and he felt that 
the first thing that came down was some calcium. 
Many of the stones were calcium stones and when not 
calcium stones they had demonstrated calcium in the 
nucleus of the stones in many instances. It was a very 
interesting thing to me because it was entirely new. 
Their feeling was that there must be something be- 
hind it in the nature of an infection and that the first 
stones contained some calcium at least in the nucleus. 


Dr. Ivar SIvVERTSEN: It has been my privilege to see 
two of these cases with double kidney stone. One case 
had about the same type as Dr. Nordland’s case. The 
left kidney had two stones. I operated one kidney at a 
time—operating the one with the best function first and 
a second operation was done later. The second stone 
was in the substance of the kidney proper and it was 
necessary to split the kidney. The stone was im- 
bedded very strongly in the parenchyma of the kidney 
substance and the patient had considerable hemorrhage, 
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and on the night of operation had a tremendous hem- 
orrhage. We transfused the patient and he made a 
good recovery. That was about eight years ago. In 
the last week he died from carcinoma of the bladder. 
He did develop a smaller stone in the left kidney again 
which was not operated. It gave him very little trou- 
ble. There is a question in my mind as to whether 
the stone had anything to do with the carcinoma of the 
bladder. 

The other case was one of a double kidney stone. 
When the first operation was performed, the surgeon 
who operated the right kidney pulled so hard in pulling 
the kidney into place, that he tore it from the blood 
vessel and pedicle, with the result that there was a 
tremendous hemorrhage. This was checked and the 
patient made a good recovery. The second operation 
was done later on the other kidney. The kidney was 
split and the stone removed. The patient made a good 
recovery although he had an anuria for several days 
following the operation. Since this time he has been 
in perfect health. 

Dr. KENNETH BuLKLEY: In connection with the case 
just reported by Dr. Nordland it might be of interest to 
cite a case in my own family illustrating common er- 
rors of diagnosis in cases of kidney stone. I have 
no notes on this case and consequently must report it 
solely from memory. This patient was a woman who 
developed symptoms supposedly due to a chronically 
diseased appendix. No x-rays were taken and her ap- 
pendix was removed without relief from symptoms. 
Her urinary symptoms were few and following ap- 
pendectomy she fell into the hands of an individual 
whose hobby was duodenal ulcers. As I remember it, 
she was, without much investigation, then subjected to 
an anterior gastroenterostomy with a Murphy Button. 
Unfortunately this Murphy Button was wrongly placed 
and fell into the stomach where it bobbed about for a 
number of years. Her abdomen was again opened 
and the button removed. Later this patient developed 
symptoms of a vicious circle. Her abdomen was again 
opened and an entero-enterostomy was done. The 
symptoms on her right side, which consisted mostly of 
pain, continued. She was more carefully investigated 
and a calculus was found on the right side with a right 
pyonephrosis. Right kidney was then removed. Later 
it was discovered that she had a stone in her left 
ureter. This stone was small and was finally suc- 
cessfully removed by cystoscopic methods. This pa- 
tient today is alive and I believe in reasonably good 
health although about 75 years of age. She has had no 
recurrence of her stone to date. I question very much 
whether this patient ever had an appendicitis or a du- 
odenal ulcer. She is a rather unusual example of bi- 
lateral nephrolithiasis subjected to a deal of unneces- 
sary surgery through incorrect diagnosis and remaining 
well after the removal of one kidney and a stone from 
the opposite ureter. 
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A STUDY OF ACQUIRED SYPHILIS IN FAMILY GROUPS* 


Pau A. O’Leary, M.D., and Myer W. Rusenstein, M.D. 
Rochester, Minnesota 


HE literature contains numerous reports on 

syphilis in husband and wife, and many of 
them deal with the frequency with which neuro- 
logic complications are associated. The majority 
of these reports emphasize the influence of the 
so-called neurotropic strain of the Spirocheta 
pallida. Noguchi, Nichols and Hough, and Le- 
vaditi and Marie, from a study of syphilis in lab- 
oratory animals, accumulated evidence which led 
them to believe that this neurotropic strain of 
the Spirocheta pallida had specific affinity for the 
tissue of the nervous system. This strain was 
distinguished from that which produced lesions 
in the skin particularly and is known as the der- 
matropic strain. Variations in the size of the 
organisms and incubation characteristics in ani- 
mals were among the differential points in neuro- 
tropic and dermatropic strains of Spirocheta pal- 
lida. It is not difficult to gather from the litera- 
ture clinical reports that call attention to series of 
cases in which infection occurred from a com- 
mon source and in which the same type of 
syphilis developed. These examples have sup- 
ported the concept of specificity of the Spirocheta 
pallida. Moore and Keidel, also Moore and 
Kemp, studied 111 husbands and wives and 
found that in 57 per cent of patients affected with 
parenchymatous neurosyphilis (tabes dorsalis and 
paralysis) both husband and wife had neurosyphi- 
ilis. On the other hand, in only twenty-eight 
cases of the cerebrospinal form of neurosyphilis 
were the husband and wife infected. 

In a study undertaken at the Mayo Clinic of a 
group of 100 patients with neurosyphilis, it was 
found that in 22 per cent the husband and wife 
showed evidence of neurosyphilis. This estimate 
was based not only on dermatosyphilologic exam- 
ination but also on neurologic examination, and 
included only those cases in which the spinal fluid 
of both the husband and the wife had been ex- 
amined at least once. It was also noted in that 
survey that 44 per cent of the husbands had 
neurosyphilis in one form or another while the 
wives had latent syphilis and, also, that only 14 


*From the Section on Dermatology and Syphilology, Mayo 
Clinic, Rochester, Minnesota. Submitted for publication Jan- 
uary 12, 1928. 
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per cent of the wives manifested serologic or 
neurologic evidence of neurosyphilis while the 
husbands had the latent form of the disease. No 
particular attention was paid to the type of neu- 
rosyphilis presented, since the first criteria for 
involvement of the nervous system were believed 
to be the serologic observations on the spinal 
fluid. The clinical signs of neurosyphilis were 
recorded, but were not included in the estimation 
except in a small group of cases of “burned out” 
or arrested tabes in which the spinal fluid was 
normal, although clinical signs were present. In 
the review of cases of husbands and wives the 
evidence did not support the theory of the neu- 
rotropism of the Spirocheta pallida. 

It was then decided to investigate clinically a 
group of relatives to note the influence of familial 
characteristics, and for this purpose the case 
records of brothers, sisters, and parents and 
children who had acquired syphilis from dif- 
ferent sources were studied. The criteria used in 
the selection of this group of cases consisted of 
clinical and serologic evidence of syphilis, ab- 
sence of even presumptive signs of congenital 
syphilis, history of chancre followed by secon- 
dary signs of syphilis, and absence of paternal 
or maternal history of the disease preceding the 
birth of children. In other words, an endeavor 
was made to estimate the part played by familial 
and hereditary influences in affecting the clinical 
course of syphilis in members of the same family 
who had acquired the infection from different 
sources. 

Thirteen families were included in the group- 
ing. There were four groups of sisters, two of 
brothers, two of brother and sister, two of 
mother and son, two of mother and daughter, 
one group of father and son, and one group of 
mother, son and daughter. 

Neurosyphilis* of more than one member in 
seven families—It was found that in seven 
(53.8 per cent) of the families more than one 
member had neurosyphilis. The families com- 
prised two families of two sisters each, one 
family of two brothers; one family of mother 


*Both symptomatic and asymptomatic neurosyphilis. 
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and son, one family of father and son, one family 
of mother and daughter, and one family of 
mother, daughter and son. 

Neurosyphilis of neither member in two fam- 
ilies —It was found that in two of the families 
neither member manifested serologic or clinical 
signs of neurosyphilis. The families comprised 
one family of two sisters, and one family of 
mother and daughter. 

Neurosyphilis of one member only in four 
families.—It was found that in four families one 
member had neurosyphilis and the other had not. 
The families comprised one family of two sisters, 
one family of two brothers, and two families of 
brother and sister each. 


REPORT OF CASES (FOUR FAMILIES) 


First family.—Two sisters, aged twenty and 
twenty-four, came to the Mayo Clinic because 
of enlarged thyroid glands. They were the third 
and fourth children in a family of eight. The 
mother and father and six other children were 
alive. During the course of the examination, the 
blood of both patients was found to react posi- 
tively to Wassermann tests. Suggestion of 
syphilis could not be found in the history of the 
parents. Examination of the two oldest children, 
a brother and sister, did not reveal stigmata of 
congenital syphilis, although the sister who had 
been married three years reacted positively to 
the Wassermann test. Her husband gave a his- 
tory of having had syphilis two years before 
marriage. She refused permission for examina- 
tion of the spinal fluid. 
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Second family.—Two brothers, aged thirty- 
two and thirty had meningeal neurosyphilis. The 
parents were alive and well at seventy-four and 
seventy-two. One other brother was alive and 
well and without clinical or serologic evidence of 
syphilis. No signs or stigmata of congenital 
syphilis were demonstrated in either. 


Third family.—A brother and sister, aged fifty 
and forty, had acquired syphilis. The brother 
had associated aortitis and the sister ac- 
tive neurosyphilis. There were seven brothers 
and sisters, six of whom were alive. The oldest 
brother had died at the age of fifty-one in a 
hospital for the insane, with a diagnosis of gen- 
eral paresis. The mother and father had died 
at seventy-five and seventy-eight years respec- 
tively. 


Fourth family—A mother and a son and 
daughter were examined at the Mayo Clinic at 
different times over a period of four years. The 
mother was fifty years of age and had borne 
three children, one of whom had died following 
appendectomy. She had not had miscarriages. 
Her husband gave a history of extramarital in- 


fection in 1910. The son was twenty-six years 
of age and had had epilepsy for one year. The 
daughter, who was thirty-three years of age, was 
examined two years after her brother’s admis- 
sion. She complained of persistent headaches. 
Neither the son nor the daughter showed stig- 
mata of congenital syphilis. The daughter’s hus- 
band gave a history of having had syphilis short- 
ly before marriage, and the Wassermann test of 
his blood was positive at this time. 


FIRST FAMILY 


Sister, aged twenty 


History of chancre of lip in 1924, which was diag- 
nosed at the time and treated by pills (mercury?) by 
mouth. : 

On admission to clinic Kolmer modification of Was- 
sermann test on blood 44; examination of cerebrospinal 
fluid, July 18, 1924: Wassermann test 44,444 (strongly 
positive); Nonne test positive; 137 lymphocytes and 
18 polymorphonuclears; colloidal benzoin curve 000 000 
333 200 000. 

Neurologic examination negative except that right 
pupil was larger than the left, its reaction was normal; 
general examination: adenomatous goiter without hy- 
perthyroidism. 

October 21; 1926, tests on blood and spinal fluid en- 
tirely negative; patient asymptomatic. 


Sister, aged twenty-four 


History of syphilis denied although she admitted fre- 
quent exposures; residual signs of gonorrhea. 

On admission to clinic Kolmer modification of Was- 
sermann test on blood 44; examination of cerebro- 
spinal fluid, July 20, 1924: Wassermann test 44,444 
(strongly positive) ; Nonne test positive; 117 lympho- 
cytes and 10 polymorphonuclears; colloidial benzoin 
curve 002 200 333 310 000. 

Neurologic examination essentially negative; general 
examination: migraine, type of person usually seen with 
nervous exhaustion, chronic mitral endocarditis with 
good compensation. 

October 26, 1927, Wassermann test on blood nega- 
tive; Wassermann test on spinal fluid still weakly posi- 
tive but patient essentially asymptomatic. 
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SECOND FAMILY 


Brother, aged thirty-two 


History of penile chancre followed by secondary 
lesions in 1910; marked alopecia noted at the time of 
appearance of secondary lesions; treatment consisted 
of medication by mouth. Wife negative for evidence 
of syphilis; two children well, with no evidence of 
syphilis. 

On admission to clinic Wassermann test on blood 
strongly positive. May 5, 1923, examination of cere- 
brospinal fluid. Wassermann test 4441—, Nonne 
test positive; 70 lymphocytes; colloidal benzoin curve 
000 000 033 200 000. 

Neurologic examination objectively negative except 
that patellar reflexes were absent; general examination 
essentially negative. 

Tests on spinal fluid and blood became negative fol- 
lowing only moderate treatment, and remained so. 


Brother, aged thirty 


History of penile chancre in 1920 with questionable 
secondary lesions; no treatment. Married twice; first 
wife died; second wife negative for evidence of 
syphilis. 

On admission to clinic Wassermann test on blood 
strongly positive. May 5, 1923, examination of cerebro- 
spinal fluid. Wassermann test 1—; Nonne test posi- 
tive; 56 lymphocytes; colloidal benzoin curve 000 000 
333 000 000. 

Neurologic examination objectively negative except 
that pupils were irregular, left greater than right; gen- 
eral examination: chronic appendicitis and 
prostatitis. 

July 3, 1927, tests on blood and spinal fluid negative 
after four years of fairly intensive treatment; patient 
asymptomatic. 


chronic 


THIRD FAMILY 


Brother, aged fifty 


Syphilis acquired in 1894, with definite history of 
cutaneous and mucous membrane lesions; practically 
no treatment at the time. 


On admission to clinic February 27, 1924, Wasser- 
mann test 44 (strongly positive) ; examination of cere- 
brospinal fluid: Wasserman test negative; Nonne test 
negative; 1 cell; colloidal benzoin curve 000 000 022 000 
000. 


Neurologic examination negative; general examina- 


tion; syphilitic aortitis; aneurysm of the descending 
aorta. 


Satisfactory symptomatic response; invalid but self- 
supporting. 


Sister, aged forty 


Premarital infection; history of syphilis in 1900 with 
mucous patches, condyloma, alopecia and marked cu- 
taneous eruption; treatment consisted of mercury pills 
and one injection of salvarsan in 1913. 

On admission to clinic, November 12, 1924, Wasser- 
mann test on blood negative; examination of cerebro- 
spinal fluid: Wassermann test 4,441—(strongly posi- 
tive); Nonne test positive; 34 cells; colloidal benzoin 
curve 012 202 333 321 000. 

Neurologic examination: syphilis of central nervous 
system; diagnosis based on serologic data; general ex- 
amination essentially negative. 

Tests on spinal fluid negative November 12, 1926; 
patient still nervous and high strung; further observa- 
tion necessary to rule out parenchymatous neurosyphilis. 


Mother, aged fifty 


No history of primary syphilis 
(husband aequired extramarital in- 
fection in 1910). 


On admission to clinic Wasser- 
mann test on blood strongly posi- 
tive; examination of cerebrospinal 
fluid: Wassermann test 44,441 
(strongly positive); Nonne test 
positive; 133 lymphocytes; 7 poly- 
morphonuclears; colloidal benzoin 
curve 022 200 333 330 000. 


Neurologic examination negative ; 


diagnosis of syphilis of central 
nervous system based on serologic 
data. 


Patient a symptomatic for some 
time; serologic tests reversed to 
negative after three years of in- 
tensive treatment. 


FOURTH FAMILY 


Son, aged twenty-six 


History of chancre in 1915 fol- 
lowed by secondary skin lesions; 
on admission to the army in 1917 
the blood Wassermann test was re- 
ported negative. 

On admission to clinic Wasser- 
mann test on blood strongly posi- 
tive; examination of cerebrospinal 
fluid: Wassermann test negative; 
Nonne test negative; 1 cell; col- 
loidal benezoin curve 000 000 333 
000 000. 

Syphilis of central nervous sys- 
tem; epilepsy: grand and petit mal; 
the neurologists thought the syph- 
ilis was associated rather than cau- 
sative but recommended a thera- 
peutic test. 

Therapeutic test positive; epilepsy 
controlled. 


Daughter, aged thirty-three 


No history of chancre or secon- 
dary lesion (husband acquired syph- 
ilis shortly before marriage). 


On admission to clinic Wasser- 
mann test on blood strongly posi- 
tive; examination of cerebrospinal 
fluid: Wassermann test 421— —; 
Nonne test positive; 14 cells; col- 
loidal benzoin curve 022 000 332 
000 000. 


Neurologic examination negative ; 
diagnosis of syphilis of the central 
nervous system based on serologic 
data. 


Insufficient time and treatment to 
warrant any deductions. 
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Moore and Keidel reported instances of neu- 
rosyphilis in members of the same family who 
had acquired syphilis from different sources. 
This report included a review of the literature 
up to 1923, and supported the theory that family 
characteristics are vital in determining the end- 
result of syphilis. The review of the members 
of thirteen families presented here shows that in 
four families (37.6 per cent) only one member 
had neurosyphilis, while in the remainder both 
members in each family had either neurosyphilis 
or latent syphilis. A clinical investigation of 
this type presents evidence in support of the 
contention that the soil is a more potent factor 
in determining the outcome of the syphilis than 
is the type or strain of the Spirocheta pallida. 
It is agreed that trauma, disease, virulence of 
the organism and the type of treatment are im- 
portant factors influencing, in one way or an- 
other, the resistance of the host. 

In the interpretation of the results of treat- 
ment a more striking parallelism was noted in 
the cases of neurosyphilis. In the seven fam- 
ilies thus affected favorable therapeutic response 
was noted in all members in five family groups, 


while in the remaining two family groups unfa- 
vorable progress was noted in all members. One 
of us (O’Leary) has called attention to this point 
previously. 

Presumptive evidence from clinical and thera- 
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peutic observations supports the contention that 
the resistance of the host is a more prominent 
factor in determining the course of acquired 
syphilis than the type or strain of the Spirocheta 
pallida. The advocates of the theory of specific- 
ity of the Spirocheta pallida have not as yet 
established their concept in the case of the hu- 
man being. 
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LYMPHOSARCOMA 


REPORT OF CASE 


H. R. Leranp, M.D. 
Minneapolis 


A man, aged 29, was admitted to Fairview Hospital 
January 12, 1928, complaining of sour stomach, belching 
of gas and abdominal distress. 


Past History—He had had a tonsillectomy in 1924, 
appendectomy in 1927 (said he became worse after this 
operation), night sweats thirteen years ago with 
slight temperature in the afternoon, but no cough, spu- 
tum, nor hemophysis, and influenza in 1918. 


Present Illness—For the past fifteen years he says 
that he has had sour stomach after taking of liquids. 
He has belched considerably and has had eructations of 
sour material. There also has been a burning sensation 
over the abdomen, marked after the taking of fried 
food. This latter symptom became more marked one 
year ago, at which time nausea and vomiting also oc- 
curred. Soda and the taking of food seemed to relieve 
the pain. At about the same time he developed pain in 
the right lower quadrant of the abdomen which ra- 
diated transversely across the abdomen. Appendectomy 
was done in March, 1927, which partially relieved the 
pain. In September, 1927, he noted bloating of the 
abdomen and on September 28 he vomited about a 
quart of blood and tarry stools were present. 


Examination—Posterior cervical adenopathy is pres- 
ent. Heart and lungs are normal. Abdomen is dis- 
tended; liver and spleen not felt. There is a hard 
mass corresponding to the position of the stomach and 
duodenum, fairly freely movable, very hard and irreg- 
ular and filling most of the abdominal cavity. No fluid 
can be determined. 

Laboratory findings: Urine shows no albumin and 
no sugar; few hyaline casts, occasional blood cell. 
R.B.C. 3,430,000. Hgb. 65%, white cells 12,000. Bleed- 
ing time 1 minute 30 seconds. 

X-rays: Stomach well visualized, of normal size 
and position. A filling defect was found at the py- 
loric end extending over a wide area. There was 15 
per cent residue in the sixth hour plate. Diagnosis: 
obstructive lesion of stomach. 


Operation—Under ethylene anesthesia an explora- 
tory operation was done. A tremendous tumor in- 
volving the stomach, transverse colon and pancreas was 
found. There was much chyle in the abdominal cav- 


410 





ity. A piece of the tumor from the omentum was re- 
moved for diagnosis and the pathologist made a diag- 
nosis of lymphosarcoma. The diagnosis before opera- 
tion was abdominal malignancy. Following operation, 
the patient became weaker and marked diarrhea de- 
veloped. Temperature fluctuated widely, reaching 102 
on several occasions, but which after January 26 did 
not go above 100. He became delirious, developed air 
hunger and died January 31. 


Autopsy.—Fibro-purulent exudate is present over all 
the peritoneal surfaces. Stomach is bound down pos- 
teriorly. The transverse colon and all surrounding 
structures are matted together in one firm mass. Pos- 
terior surface of the right lower lobe of the right 
lung feels nodular and pus can be expressed from the 
bronchioles on cut section. The stomach is markedly 
dilated and enlarged. The greater curvature extends 
about 5 cm. below the xiphoid process. Its lower half 
is composed of a solid mass of tissue which follows 
closely its normal outline. 

The anterior wall of the stomach in its lower por- 
tion is thickened. The thickening is irregular and 
seems to end abruptly at the junction of the upper 
and middle thirds. Posteriorly the stomach is bound 
down and directly continuous with the firm tissue mass 
beneath. This mass extends down behind the stomach 
about the head of the pancreas, closely adherent to the 
pylorus and the first part of the duddenum. It de- 
scends down as a continuous mass of tissue about the 
aorta, including in it the superior and inferior mesen- 
teric arteries. Section shows a homogeneous, white, 
fairly firm tissue. A huge ulcer is present in the mu- 
cosa of the stomach occupying its lower portion. At 
the lesser curvature it extends upwards to within 5 
cm. of the esophagus. The lower edge is well de- 
fined, involving the entire circumference and ending 
abruptly 1 to 3 cm. above the pyloric ring. The edge 
is very irregular and consists of a raised border of 
gastric mucosa, slightly thickened and curled under. 
The ulcer is 17 cm. in its greatest longitudinal meas- 
urement and 12 cm. transversely. 


Microscopic examination.—Various sections from the 
tumor show it to be composed mainly of round cells, 
varying slightly in size and shape; nuclei are fairly 
vesicular; cytoplasm is scant; these cells are in a fine 
reticular network; large areas of necrosis are found 
in the nodes in the mesentery and in the retroperito- 
neal nodes; in places the endothelial cells show 
marked proliferation and present rather dense cords of 
cells. 


Diagnosis —Lymphosarcoma of the stomach. 





CASE REPORTS 


ESOPHAGEAL STRICTURE OF UNUSUAL 
ORIGIN* 
REPORT OF CASE 


Porter P. Vinson, M.D., and 
Wa ter R. Jounson, M.D. 
Rochester, Minnesota 


In 10 per cent of cases of benign stricture of the 
esophagus the cause is unknown. The onset of dys- 
phagia is usually insidious and if the patient is more 
than forty the question of malignancy must be con- 
sidered seriously. In many instances time alone will 
determine the diagnosis. In none of the patients ob- 
served in the clinic suffering from cicatricial stricture 
of the esophagus of unknown origin has the onset 
been as dramatic as in the case presented here. 


REPORT OF CASE 


A man aged twenty-one, a furniture packer, was 
perfectly well until September 1, 1926. On this date 
while he was lifting a couch he experienced severe 
epigastric pain. Twenty minutes later he was ad- 
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Fig. 1. Benign stricture of the lower portion of the esophagus. 


mitted to hospital; the pain increased in severity and in 
a short time he became irrational. There was high 
fever, hiccup, and vomiting of blood. A diagnosis was 
made of rupture of the stomach or intestine and a 
hopeless prognosis was given. In spite of the fact that 
fever persisted, solid food was given at the end of one 
week. It was then found that he was unable to swal- 
low, obstruction being noticed in the lower part of the 


*From the Division of Medicine, Mayo Clinic, Rochester, 
Minnesota. Submitted for publication March 22, 1928. 
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esophagus. Dysphagia was progressive and at the end 
of seven weeks, after four days of complete esophageal 
closure, gastrostomy was performed. The patient’s 
general health improved considerably and he was able 
to swallow liquids. 

On the patient’s arrival at the Mayo Clinic, January 
12, his general examination was essentially negative. 
Roentgen-ray examination revealed obstruction to the 
barium meal in the lower portion of the esophagus 
(Fig. 1). On esophagoscopic examination January 17, 
a benign stricture was located in the lower part of the 





Fig. 2. Esophagoscopic view of stricture. 

esophagus (Fig. 2). He swallowed a thread which was 
brought out through the gastrostomy opening, and Jan- 
uary 19 the stricture was dilated to No. 29 French. 
Following dilatation he has been able to eat any kind 
of food without difficulty and has gained materially 
in weight. Further dilatations will, of course, be neces- 
sary to maintain the lumen of the esophagus. 

It seems likely that there was spontaneous rupture of 
the lower part of the esophagus with healing and 
reduction in the lumen of the tube. Such accidents 
have been reported but have usually occurred follow- 
ing severe vomiting. In the cases observed in the 
clinic in which stenosis of the esophagus devel- 
oped after vomiting of pregnancy, healing has resulted 
in the formation of scar tissue and stricture. 





SPONTANEOUS SUBARACHNOID 
HEMORRHAGE 


REPORT OF CASE 


Gorpon R. KammMan, M.D. 
Saint Paul 


The case is that of an unmarried white male 32 years 
old. The family history is negative. The past history 
is negative except for the fact that the patient always 
had been very nervously inclined and used alcohol in 
moderation. He smoked very moderately. Venereal 
disease was denied. 

The present illness began on Dec. 26, 1927, when the 
patient while at work as a postal clerk had an attack 
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characterized by sudden shooting pain in the occipital 
region accompanied by intense vertigo. There was no 
disturbance in consciousness, but because of the severe 
pain the patient went home and to bed. He remained 
there for two days and was not seen by a physician. 
At the end of that time he returned to work feeling 
perfectly well except for some occipital pain which dis- 
appeared within a week. 

He then remained entirely well until the night of 
Jan. 27, 1928. At this time while at work lifting some 
heavy mail sacks he felt a sudden, sharp, shooting pain 
in the back of his head. He was nauseated and very 
dizzy and felt extremely ill all over. He sat down on 
a pile of mail sacks and then lost consciousness com- 
pletely. Fellow workers state that there were no con- 
vulsions or abnormal twitchings. In about 20 minutes 
he gradually regained consciousness and then vomited 
several times. He still complained of severe occipital 
pain and talked as if he were confused. Because of 
his condition he was sent to the Ancker Hospital and 
admitted to my service there. 

Upon admission the patient was disoriented for time 
and place, very irritable, curt, and resentful. His an- 
swers were evasive and often incorrect. He was rest- 
less and complained of intense generalized headache. 
The physical examination was negative. The neurolog- 
ical examination by the intern, Doctor Arthur Johnson, 
revealed a rigid neck and a bilaterally positive Kernig. 
The cranial nerves and fundi were normal. There was 
distinct weakness of the left arm and leg with di- 
minished abdominal reflexes on the left. There was 
no Babinski or ankle clonus. His temperature was 98 
degrees axillary; blood pressure, systolic 122, diastolic 
72; hemoglobin 88 per cent; leucocytes 15,500 with 
&2 per cent p.m.n.’s. An attempt at lumbar puncture 
failed because of lack of codperation by the patient. 

I saw him twenty-four hours after his admission to 
the hospital. At that time the neurological findings 
were essentially the same as those noted by the intern 
the day before except that the left hemiplegic signs 
and mental symptoms had subsided and a positive Ba- 
binski had appeared on the left. The patient still was 
complaining of severe headache and had a rigid neck 
and bilateral Kernig. His temperature was 103. A 
lumbar puncture yielded a reddish fluid under increased 
pressure containing free hemoglobin, 165 cells, a 3 plus 
globulin, a negative Wassermann, and a colloidal gold 
curve of 0012421000. A diagnosis of subarachnoid 
hemorrhage was made and the patient put on appro- 
priate treatment, which included daily spinal drainages. 
For the first week it was necessary to employ a gas 
anesthetic during the spinal drainages. 

The patient gradually improved after the drainages 
were instituted and on the fifth day his temperature 
was normal but the neck still stiff. The Kernig was 
less marked. The amount of hemoglobin and number 
of cells in the spinal fluid became less and less, and 
after the fourteenth drainage the fluid was normal ex- 
cept for a slight yellowish tinge and 25 cells. At this 
time the patient was quite comfortable, the neck was 
freely movable, so the drainages were performed only 
every other day. On February 20 the patient felt en- 


[June, 1928] 


tirely well, the spinal fluid was normal in all respects 
and on February 24 the patient was discharged as 
cured. 

The history of a previous attack occurring in a young 
adult, the bloody fluid containing free hemoglobin, the 
signs of meningeal irritation, and the sudden onset lead 
one to a diagnosis of subarachnoid hemorrhage. 

This definite clinical syndrome probably occurs more 
often than is supposed. It frequently is diagnosed and 
treated as meningitis. While the etiology may vary in 
different cases, the clinical picture and course are fairly 
uniform and the condition should be treated as a dis- 
tinct clinical entity. In the cases with no demonstrable 
arteriosclerotic, syphilitic, aneurysmal, or infectious 
etiology (a true spontaneous subarachnoid hemor- 
rhage) the prognosis is usually good. 

538 Lowry Medical Arts Building. 





ACUTE FEBRILE ANEMIA 


REPORT OF CASE 


L. A. Srerrens, M.D. 
Red Wing, Minnesota 


The following case is submitted both because of its 
striking similarity to other cases recently reported and 
because of the unique features characterizing it. At 
the time this patient was under observation it was be- 
lieved to be one of pernicious anemia, with sudden 
onset, quick recovery and no recurrences. The fact 
that we had been dealing with a new clinical entity did 
not become apparent until the appearance of the re- 
cent articles by Moschcowitz and Brill. The data while 
not as complete as one might wish is nevertheless suf- 
ficient I believe to establish it as a companion case 
to those already reported. 


CASE REPORT 


Mr. C. S., an unmarried farmer, aged 60, entered 
the hospital April 10, 1923, with a chief complaint of 
moderately severe nasal hemorrhage of two days du- 
ration. He had always enjoyed excellent health and 
had always been a hard worker. Family history was 
negative. His habits were good. 

Examination revealed a well developed and well 
nourished male patient in an irrational state of mind. 
Pyorrhea and moderate caries of the teeth were pres- 
ent. The tongue showed some atrophy of the papil- 
lae. Considerable brownish pigmentation was seen on 
the body but none on the buccal mucous membranes. 
The skin and sclerae exhibited moderate jaundice. 

Blood examination on admission was: Hemoglobin 
51 per cent; erythrocytes 2,120,000; color index 1.3; 
leukocytes 117,400. Smear shows a polymorphonuclear 
leukocytosis, no myelocytes. 

The patient rapidly became worse, and his condition 
seemed hopeless. The case was considered to be one 
of pernicious anemia and a transfusion was decided 
on. While a search was conducted for a suitable do- 
nor, an intragluteal injection of 25 c.c. of whole blood 
from a brother was administered. That evening the 
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CASE REPORTS 


patient had a large, bloody emesis, followed by per- 
sistent singultus and loss of sphincter control. Opi- 
ates were necessary to control the active delirium and 
motor phenomena. 

The following day the patient seemed to be im- 
proved. Another intragluteal transfusion of whole 
blood was given. Blood examination showed: Hemo- 
globin 40 per cent; red cells 1,816,000; color index 
14; leukocytes 16,800. Smear showed pronounced 
megalocytosis and microcytosis, with moderate poikil- 
ocytosis. Uniform deep staining of the red cells was 
present. A few polychromatophilic cells were seen. 
Two normoblasts were present. 

During the first five days in hospital the temperature 
ranged from 99.5 to 103.6 degrees, with morning re- 
missions and afternoon rises. The pulse varied with 
the fever, 80 to 130. 

The third day the patient appeared to be out of im- 
mediate danger. Urine was normal except for a trace 
of albumin. Blood examination on this day showed: 
Hemoglobin 36 per cent; red cells 1,336,000; color 
index 1.4; leukocytes 4700. In spite of the lower blood 
readings, the condition of the patient had materially 
bettered. A third small transfusion identical with those 
preceding was given. Following the fifth day the 
temperature became normal and all symptoms were dis- 
appearing except a weakness, which at no time was 
The patient remained in hospital twenty-one 


severe. 
days. 
April 25, 1923, the hemoglobin was 46 per cent; 


erythrocytes 2,230,000; color index 1.1. After leaving 
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the hospital hemoglobin readings taken at intervals of 
two weeks were 47, 45, 49, 62, 83 per cent. In No- 
vember, 1923, the hemoglobin was 90 per cent; ery: 
throcytes 5,184,000; color index 0.9. 

Hemoglobin estimates taken at six week intervals 
since have always ranged between 87 and 93 per cent. 
Red cell counts have always been over 5,000,000. The 
patient was able to work within two months after 
leaving the hospital and has enjoyed uniform excellent 
health since. At present after a lapse of five years he 
is normal in every respect except for a blood pressure 
of 160 (systolic), and a slight systolic murmur which 
is not transmitted. Considerable vitiligo is now pres- 
ent which has appeared since his illness. 

Summary: A case of severe anemia, primary in type, 
with abrupt onset, marked fever, jaundice, a short but 
severe illness, and rapid recovery following three small 
whole blood transfusions, intragluteally administered. 
This and persistent good health for a period of five 
years are sufficient evidence, we believe, to class this 
case as one of acute febrile anemia. 
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CLAUDEN NOT ACCEPTABLE FOR N. N. R. 


The Council on Pharmacy and Chemistry reports 
that Clauden, manufactured by Luitpold-Werk, Munich, 
Germany (East Brook, Inc., New York, distributor) is 
claimed to be a harmless, efficient and superior hemo- 
static for local, oral, hypodermic and intravenous ad- 
ministration. On the basis of the evidence presented 
by the manufacturer and distributor, the Council 
found Clauden unacceptable for New and Non-official 
Remedies because its potency and keeping qualities are 
not controlled; because the labels and advertising con- 
tain no caution of the possibility of anaphylactic re- 
action from foreign protein; and because the claims 
advanced for it are unwarranted. (Jour. A. M. A., 
April 7, 1928, p. 1116.) 





EPILEPSON 


“Epilepson,” described in the advertising as an 
“amazing discovery” which “stops epileptic attacks at 
once,” has been put on the market by the Epilepson 
Company, Inc., of Brooklyn, New York. Later the 
name of the concern seems to have been changed to 
the Remedy Products, Inc., of New York City. An 
examination of Epilepson in the A. M. A. Chemical 
Laboratory showed that it was essentially Phenobarbital 
(luminal). (Jour. A. M. A., April 7, 1928, p. 1141.) 


ORLANDO EDGAR MILLER 


Recently a Canadian paper reported that the question 
of deporting “Dr.” Orlando Edgar Miller was being 
considered by the Canadian authorities. For the past 
few years Miller’s line has been “applied psychology” 
and motion picture company promoting. In the early 
nineties, Miller was running a “rupture cure” concern. 
Subsequently he is reported to have exploited a “med- 
icated sand treatment” as a “sure cure for dyspepsia.” 
Then he organized the “St. Luke’s Society,” to exploit 
a “cure” for drug addiction. His next venture was 
a combination “university” and “sanitarium.” Then he 
founded the “International Institute for the Treatment 
of Tuberculosis” and later transferred his activities to 
Europe. In 1920 Miller was back in America as the 
“Affirmative Apostle of Intense Individuality.” He 
went to California in 1921 and organized a motion pic- 
ture concern known as the “Rellimeo Film Syndicate.” 
In 1925 he was reported under investigation by the 
grand jury of Boston as a promoter of the “Temple 
of Psychology.” Buffalo papers then reported his ar- 
rest on the charge of grand larceny. In January, 1927, 
two warrants were issued against Miller, one charg- 
ing embezzlement and the one charging violation of the 
state corporate securities law of California. (Jour. 
A. M. A., April 14, 1928, p. 1235. 
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President’s Letter 


(actin cn ante TONNES 





HE Public Relations Committee met in St. Paul, April 26. 

Every County Society was invited to send a representative 

from its local committee and there was, I understand, a hun- 

dred per cent attendance. The most interesting aspect of this 

meeting was the earnestness, enthusiasm and apparent willingness of 

these men to work. All phases of the relationship of the medical asso- 

ciation to the public were discussed by men from all parts of the State. 

The keynote of the meeting seemed to be organization and codpera- 

tion in an attempt to harmonize the points of view of the public and 

the medical profession. To do this, the profession must first crystal- 
lize its own ideas. 

Mr. J. G. Crownhart, Executive Secretary of the Wisconsin State 
Medical Association, told us what they are doing in Wisconsin. He 
showed us yards of newspaper clippings from the Press of Wisconsin, 
all put out by the News Service of the Wisconsin State Medical Asso- 
ciation without mentioning the names of doctors. The Public Rela- 
tions Committee has arranged for this service for Minnesota at a very 
small cost. 

Dr. Jones, who organized the Public Health League in the State of 
Washington, and who is now working for the Gorgas Memorial Fund, 
told us how they cleaned house out there. Interest in medical legisla- 
tion reached such a low ebb in the State of Washington that a law 
was passed giving the right to any system of healing, which could 
show fifty practitioners of its system in the State, to establish their 
own Board of Examiners. Dr. Jones consented to talk to our House 
of Delegates on June 11. Everyone should hear him, if possible. 

We had a few minutes of relaxation in the afternoon when Dr. 
Meyerding captured Will Rogers, who was stopping at the Saint Paul 
Hotel for the day. He gave us his latest “dope” on doctors and opera- 
tions. 

A few days after this meeting I received the following letter from 
Dr. Franklin Martin, President of the Gorgas Memorial: 

“Mr. Jones has returned from the meeting at St. Paul and is 
enthusiastic over the way your Association is studying and 
meeting the various problems there. He reports that you 
have a very serious and earnest group of men—broad-gauged 
in their views, and willing at all times to accept new policies 
where they will mean further advancement of Scientific Med- 
icine. 

“T am glad to have this report, and I want to congratulate 
you on the progress you have made in Minnesota and the possi- 


bilities of future advance.” 
C8 7 al 
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The American Medical Association and 
State Medical Association 
Meetings 


Every physician in the state who can possibly 
absent himself from the responsibilities of his 
practice for the week of June 11 will be in Min- 
neapolis for the much heralded A. M. A. meet- 
ing. Rarely does the national convention come to 
us; as a rule we must travel miles to attend. 
Enough said. 


The clinics to be conducted Monday and Tues- 
day of convention week by well known visitors 
have not been emphasized as they might. They 
will be an outstanding feature of the meeting. 

The scientific exhibit promises to be larger 
than ever and is always instructive. The com- 
mercial exhibit will be as large if not larger than 
that of any previous convention. 

Advantage is being taken of the Minneapolis 
gathering to have a Minnesota Medical Alumni 
general reunion. Each alumnus can count on 
meeting former classmates at the large banquet 
scheduled for Wednesday night. The alumni of 
other medical schools will have similar meetings. 

In this number of the journal appear various 
references to the convention. Our readers are 
referred to the Minneapolis number of the 
A. M. A. Journal (May 12) for details. The 
information booth will answer all queries during 
convention week. Members are urged to present 
their A. M. A. Fellowship cards when registering 
to avoid delay. 

The question has been raised as to who are 
entitled to register and take part in the work 
of the various sections. Only Fellows and in- 
vited guests are eligible. Members in good stand- 
ing in county and state medical associations are 
automatically members of the A. M. A., but are 
not listed as Fellows unless they have applied for 
Fellowship and paid the additional $5.00, which 
entitles them to subscription to the A. M. A. 
Journal. Some A. M. A. members have sub- 
scribed to the Journal but have failed to apply 
for Fellowship and are therefore not so classed. 
Members of the State Medical Association who 
do not hold Fellowship cards will facilitate reg- 
istering in Minneapolis by writing the A. M. A. 
for the prescribed form so they may obtain the 
Fellowship card in advance of the meeting. 

The national meeting should not minimize the 
work to be done by the State House of Delegates. 
Committee reports are being sent to county dele- 
gates by the secretary, Dr. E. A. Meyerding, and 
these reports should be studied by the delegates 
as individuals and in groups so that intelligent 
action can be taken by the House as a whole. 
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Progress in Endocrinology 


To those interested in the glands of internal 
secretion, their functions and their disorders, 
events during the last few years have been most 
encouraging. There are signs that endocrinology, 
as a science, is coming of age. The isolation of 
the parathyroid hormone, the discovery of the 
estrum-producing effect of the liquor folliculi, 
and the preparation of a growth-accelerating 
substance from the anterior lobe of the hy- 
pophysis, are especially significant of progress in 
this field. The recent work of Kamm and his 
collaborators, who have separated posterior pitu- 
tary extracts into oxytocic and pressor fractions, 
may make possible more exact determinations of 
the normal functions of the pituitary body. 

Rogoff and Stewart, after years of patient 
work on the suprarenal gland, have prepared a 
substance from the cortical portion of the gland 
which prolongs the lives of dogs on whom supra- 
renalectomy has been performed, and which is 
also giving encouraging results in the treatment 
of Addison’s disease. 

The growing interest of scientists in funda- 
mental endocrinology is attested by the large 
number of valuable contributions presented at the 
recent meeting of the Federation of Biological 
Scientists. Contributions such as these represent 
the results that may be obtained when exact 
and accurately controlled methods of experimen- 
tal medicine are brought to bear on the problems 
of the internal secretions. 

It is unfortunate that laboratory studies of this 
nature are not more generally known and appre- 
ciated, since they would do much to improve 
the present status of endocrinology as it actually 
exists throughout the country. Physicians are 
flooded with the circulars of pharmaceutical con- 
cerns extolling the virtues of glandular products 
of all sorts and descriptions ; the literature is re- 
plete with articles on the glands of internal secre- 
tion, which, to say the least, are inaccurate and 
misleading. Much of the material in the circu- 
lars referred to, as well as certain of the reports 
in the literature, are of about the same scientific 
value as patent medicine testimonials. As a re- 
sult, the indiscriminate use of endocrine prep- 
arations in a wide variety of diseases goes on in 
spite of the warnings and protests of physicians 
and other scientists who have been trained in 
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more critical habits of deduction. It is well to 
recall that scientific progress is best made along 
the lines of exact experimentation, and that a 
few cases accurately observed and carefully con- 
trolled are worth hundreds of cases observed in 
haphazard and perfunctory manner. Physicians 
everywhere would do well to apply the methods 
of the laboratory to their treatment of endocrine 
disease, rather than to put their faith on the use 
of pseudoscientific glandular products which, as 
Boerhave said of the glandular spermatopcea of 
his time, “are doubtful and perhaps vain.” 
A. M. S. 





Concerning Expert (?) Medical Testimony 


The criticism is continually advanced by some 
of our most able men that we have no right to 
expect a favorable public opinion toward the 
medical profession until we first clean house our- 
selves. 

For example: The matter of expert medical 
testimony has long been a blot on the good name 
of the profession of medicine. Disciplinary 
measures on the part of the local county society 
—at least in Ramsey County—are not often re- 
sorted to. So-called expert testimony is pri- 
vately discussed—the offender may be branded 
as a crook and the fact that such testimony is of- 
fered is deplored and the matter is then dropped. 

The scheme advanced at one time by the Hen- 
nepin County Society of having a non-partisan 
medical board bring in a medical verdict seems a 
fair procedure to everybody except the lawyers. 
Judging from the comment of lawyers on this 
scheme it is not likely to prove successful, since 
both sides of the case must agree to the proce- 
dure in advance. 

Anyone doubting the necessity of organized 
action along this line has but to read Dr. Swee- 
ney’s recent article in MINNESOTA MEDICINE. 

What are we going to do about it? 
measures suggest themselves. 

First.—For the committee on University Rela- 
tions to recommend to the Board of Regents sys- 
tematic instruction to the medical students in 
each year of their course on medical ethics— 
honor and integrity—with special reference to 
so-called expert testimony. 

Second.—For the State Medical Association to 
establish a Judiciary Committee. In the event of 
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apparent flagrant violation of common honesty 
in expert medical testimony, the complaining 
physician shall file a written complaint with this 
committee. The committee shall have authority, 
if they deem it advisable, to obtain a transcript 
of the proceedings and, after due study and hear- 
ings in which both parties shall appear, shall ren- 
der its verdict. Expulsion from the State Asso- 
ciation shall carry with it expulsion from the 
local society. 

As a corollary to the above procedure physi- 
cians qualifying as experts might properly be 
quizzed as to their medical society membership. 


F.J.S. 





The Woman Physician in Minnesota 


The first woman physician of this country ap- 
peared in 1849 and since that time so many of 
her sisters have followed her example that there 
are now about 7,000 women practising medicine 
in the United States. Among these are many 
names which are well respected throughout the 
medical world for great achievements. Further- 
more, although it is generally thought that wom- 
en do not excel in surgery, they have been prac- 
tising that specialty since 1865, and The Amer- 
ican College of Surgeons, which stands for sur- 
gical ability, has fifty women fellows, four of 
whom are members of the governing board of 
that organization. 

In this country also, is a National Medical 
Women’s Association which created, promoted, 
and manned the American Women’s Hospitals 
bringing comfort and healing to countless suffer- 
ing people in foreign countries. The great ac- 
complishments of this are well told by its direc- 
tor Dr. Esther Pohl Lovejoy in her recent book.? 
The Woman’s Medical College of Philadelphia 
accepts only women students and women are 
also admitted to sixty-three University Medical 
Schools in this country. From facts such as 
these it would be inferred that women had be- 
come well established in the medical world. The 
lay press, however, seems to consider this a de- 
batable question and recently has devoted con- 
siderable space and attention to the difficulties 
surrounding the woman physician. The reading 


1. Vietor, Agnes: Women in surgery. The Zontain, April, 
1928. 


2. Lovejoy, Esther Pohl: Certain samaritans. McMillan Co. 
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of these articles stimulates consideration of the 
status of the woman physician here. 

Minnesota has long had the reputation of ac- 
cepting and appreciating her medical women. In 
this state 124 women have registered this year. 
Of these, 96 gave addresses in Minnesota, 49, 
half of them, in Minneapolis, while 28 are prac- 
tising outside the state, but holding licenses here. 
In addition to these there are at least six women, 
with medical degrees, in the Twin Cities who are 
the wives of prominent physicians, but do not 
themselves practice medicine. At least two more 
are practising in partnership with their husbands. 
In the medical school of the University of Min- 
nesota there are twelve women physicians on 
the faculty and among the student body there are 
thirty-four girls who support a chapter of Alpha 
Epsilon Iota, one of the two national medical 
sororities. At the Mayo Clinic there are six 
women physicians on the permanent staff and 
four of these comprise their own clinical diag- 
nostic section. Also at the Mayo Clinic there are 
eight women fellows taking post graduate work 
in medicine. The Minneapolis City Laboratory 
and the Division of Preventable Diseases of the 
State Board of Health are each under the direc- 
tion of a woman physician as was also the Infant 
Welfare Work until a few months ago. Medical 
women are among the personnel of the Minne- 
sota School for Feeble Minded at Fairbault, State 
Hospitals for the Insane at Fergus Falls, Roches- 
ter, and Willmar, the Glen Lake Sanatorium, Gil- 
lette and Shriner Hospitals for Crippled Chil- 
dren, The Nicollet Clinic of Minneapolis, the 
Miller Clinic of St. Paul, and the editorial staff 
of Minnesota MeEpIcINE, the official organ of 
the State Medical Association. Furthermore, 
Dr. Mary Ghostley has recently been honored 
by being elected president of the Upper Missis- 
sippi Valley Medical Society. Therefore, it 
seems that in this state at least, women are well 
represented in the medical profession. 


The success of women physicians will always 
be a matter less of fact than opinion; and the 
opinion will differ widely according to the toler- 


3. Hartt, Rollin Linde: The woman physician. Has she ar- 
rived after her long and adventurous struggle? Century, 
July, 1927. 


. Do you too shun the woman physician? Independent 
Woman, December, 1927. 
5. Boyden, Ben: 


What a girl faces who chooses a medical 
career. 


McClures, October, 1927. 
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ance of the individual, the breadth of his view 
point, the width of his acquaintance and his 
knowledge of conditions and accomplishments 
throughout the country. However, even those 
who would deny discrimination against women 
physicians, must admit that it does exist in in- 
ternships, and that because of it many of our 
girl graduates must travel far from home in or- 
der to get the hospital experience required for 
their medical degree. This condition has been 
somewhat improved during recent years by the 
opening of the doors of the Minneapolis General 
Hospital to women and it is hoped that all other 
hospitals will do likewise and thus give, to the 
younger women, the recognition and advantages 
that their older sisters enjoy in the State of 
Minnesota. 
MARGARET Warwick, M.D. 





Radiology, A Specialty 


There appears in this number of the journal, 
simultaneously with its publication in Radiology, 
the Report of the Committtee on Radiological 
Frauds and Improper Practices of the Radiolog- 
ical Society of North America. 

The aim of the resolution is to call attention 
to the fact that roentgenology is a medical spe- 
cialty and must be maintained as such and not be 
relegated to commercial laboratories. The same 
medical ethics, therefore, apply to x-ray special- 
ists in regard to split fees, whether these be in 
the form of commissions or stock dividends. 
The line is sometimes a bit difficult to draw. A 
group of physicians, for instance, finance an 
#-ray laboratory and hire an x-ray specialist as 
supervisor in order to obtain first class services, 
and incidentally make or lose money on the in- 
vestment. 

The whole point of the resolution, however, is 
that in the interest of the best roentgenological 
service supervision should be in the hands of a 
medically trained man and should not be turned 
over to commercial laboratories, manned by tech- 
nicians, which charge medical fees for inferior 
services. This does not mean that clinic or 
group arrangements with salaried roentgenol- 
ogists need be in any way unethical. 

A careful perusal of the resolution mentioned 
and its preamble makes the point clear. 
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Dr. Louis Dunn* 

Louis Dunn was born in Kentucky, March 9, 1866, 
and obtained his education in the schools of that state 
preliminary to entering the Ohio Medical School from 
which he was graduated in 1887. In 1903 he took a 
course of postgraduate instruction under Wm. Osler. 

Dr. Dunn commenced the practice of medicine in 
Corinth, Kentucky at the age of 21, later moving to 
New Paris, Ohio, and then to Minneapolis, where he 
lived for 25 years. He taught pathology at the Ham- 
line University Medical School during his early years 
in Minneapolis. His interests were always along surg- 
ical lines, and he invented and placed on the market 
an outfit for the administration of local anesthesia, 
which bears his name. 

Dr. Dunn was on the staff of Asbury Hospital and 
a member of the Hennepin County Medical Association. 
He has written a number of important papers on med- 
ical and surgical subjects and was in the midst of 
writing a sentence near the conclusion of a report on 
“Trauma of the Posterior Thoracic Nerve,” when death 
occurred. This paper will be published posthumously. 
The major portion of his unusually excellent medical 
library will be presented to Asbury Hospital by his 
widow, who shared the doctor’s interest in medical 
progress. 

Although the diseased had undergone a serious ill- 
ness two years ago he had apparently regained his 
former health, and was able to carry on his professional 
and literary activities with pleasure and enthusiasm. 

His death occurred suddenly on April 21. He is sur- 
vived by his widow, and by two sons, Marshall Dunn 
of New York and Dr. Halbert Dunn of Baltimore. 

The funeral services were conducted with dignity and 
simplicity in keeping with the doctor’s previously ex- 
pressed wishes. Members of the Hennepin County 
Medical Association officiated as pallbearers, and one of 
them, Dr. Geo. D. Haggard, delivered an appropriate 
biographical sketch and appreciation of the deceased. 








Dr. Charles Wesley Bishop* 

Charles Wesley Bishop was born in Montreal, Can- 
ada, March 8, 1874, of Canadian parents. After his 
high school course in Montreal he entered McGill Uni- 
versity from which he graduated in 1895. 

He served his interneship at Asbury Hospital in Min- 
neapolis and after postgraduate work at the Manhattan 
Eye, Ear, Nose and Throat Hospital, he began the 
practice of his specialty in Minneapolis. 

He was a member of the St. Barnabas and the Gen- 
eral Hospital Staffs and of the Hennepin County Med- 
ical Association. 

He belonged to the Masonic Lodge and to the Henne- 
pin Avenue Methodist Church. 

His death occurred on April 30, and he is survived 
by one brother in Canada, one in California, a sister in 
Philadelphia, and his wife of Minneapolis. 


*Read before the Hennepin Count 
report of the Necrology Committee, 
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THE COMMITTEE ON PUBLIC HEALTH EDUCATION 


Minnesota State Medical Association 


The following are some lay opinions expressed at the Conference on Public Relations held 
April 26, 1928, under the auspices of the State Committee on Public Health Education and at- 
tended by representatives of the majority of the county societies. The Committee holds no brief 
for these opinions, but presents them as representing the attitude of the public. 


Rosert O. Jones, formerly secretary of the 
Washington State Public Health League: 


“Out of the turmoil that existed in the State of Washington up to 1920, when osteopaths and chiropractors 
held reins, arose the Public Health League of Washington. It was dominated by the medical profession who 
secured the codperation of the dentists and pharmacists; this combination of professional and scientific men 
introduced and carried their program through the legislature with startling results—an example of what can 
be done when group prejudices are laid aside for a common cause. 

“The League passed the Basic Science Bill. It was suggested to them by a similar bill in Minnesota and 
was rewritten to meet the demands of Washington. 

“There are two requirements that must be met if the invasion of quackery is to be overcome. These are 
organization and funds; in the state of Washington the state dues are thirty-one dollars, twenty-five dollars 
goes to the Public Health League and six dollars is for state dues. 

“Washington furnishes an example that speaks eloquently for itself in regard to organization. Local dif- 
ficulties and disputes were dropped in the interest of the cause; unity was secured in groups which had never 
before been unified and the combined efforts of all the groups made victory a certainty.” 


Howarp Kaun, editor, the Saint Paul Daily News: 


“The medical profession is the most difficult one to secure any codperation from; by being unwilling to 
lend their names for any kind of publicity they have actually driven the public into the hands of the quacks 
and drugstore cures. 

“Publicity is a potent weapon. Fakes and cults have realized this and used this knowledge to the utmost. 
In order to combat these undesirable forces, they will have to be met on their own ground with the same 
means, but with different technique. 

“Another sin of the profession is its use of medical terms when addressing the public. They create an 
atmosphere of mystery which breeds nothing but suspicion. 

“It is extremely difficult to suggest a remedy for these conditions, since it must come from the profession 
itself and not from the outside. But from the point of view of the press the following steps could be taken: 

“First, the popularization of medicine, that is the use of general articles pertaining to health with special 
emphasis on precaution. Second, the abolition of Latin terminology. Third, an attitude of frankness and 
confidence with the press, without which it would be useless to attempt a joint program. The articles should 
contain the name of a well-known physician either as author or critic. How else can the people know it is 
authentic and correct? 

“It would also be well to have short notices of the meetings of the medical association appear in the paper. 
These simply serve as a reminder that the local group of physicians is active and are planning continually 
for the welfare of the community. 

“People know surprisingly little about ordinary rules of health. Tell them simply, authoritatively, and 
frequently.” 


Lupwice I. Roe, editor, the Montevideo News: 


“This question is a matter of the adjustment of individuals rather than of the profession. If the physician 
and the newspaper man can work together, then the problem simmers down to a consideration of the require- 
ments of the local press service. 

“We must stress, in the smaller cities, the local features of the story, if nothing more than the signature 
or approval of physicians be given. General articles coming from a removed source are going to be read with 
suspicion; articles coming from the pen of the town doctor will have a good psychological effect. They 
awaken a kind of civic pride, a sense of intimacy. The lesson will sink in—the reaction is, ‘Yes, I know him, 
what does he say?’ 

“A similar interest can be provoked by announcements of local medical association meetings and com- 
ments on the general discussion. They make the people aware of the presence of the association. Incidentally 
it may strengthen the bonds within the association itself. 

“People become a little tired and bored if they are continually told what to do and what not to do. Here is 
an excellent opportunity for the press to step in and play the game. It can stress the physical attributes of the 
community, make mention of improvements in the parks, building of new highways, bathing beaches, golf 
courses, et cetera. All the attractive features of the town which indirectly have to do with community welfare 
should be talked about. There can be no objections to this type of propaganda on the grounds of interference 
with other programs; it is strictly ethical and beneficial.” 
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MEDICAL MALPRACTICE SUITS* 


Czar Jounson, M.D., F.A.CS. 
Lincoln, Nebraska 


(Second Paper) 


Every malpractice suit is potentially new medical 
jurisprudence. The more cases that occur the greater 
the probability of some new question arising and of 
a pronouncement of a new law, in the form of a ju- 
dicial opinion, which may affect the entire medical pro- 
fession. 

The x-ray has become universally accepted as a re- 
liable means of diagnosing fractures and determining 
the position of fragments in the treatment. The use 
of the s-ray has therefore become a requirement. 
Courts generally hold that if an x-ray were available, 
whether in the possession of the physician involved or 
not, and because of failure to use this instrument a 
disability or other unnecessary hardship resulted, this 
failure of the physician to use an available x-ray is 
negligence. 

If failure to use an available x-ray is negligence, why 
does it not also follow that failure to use the micro- 
scope under similar circumstances is negligence? 

Telephone conversations and sidewalk advice and 
diagnosis are poor practice and are dangerous, from 
a liability standpoint. 

Medical advice and instructions are component parts 
of the practice of medicine. Advice that is at variance 
with the customary teaching and practice in a com- 
munity, or failure to give advice or instructions in the 
treatment of a patient, is undoubtedly negligence. 

Failure to give timely advice will be made an issue, 
sooner or later, in some malpractice suit, and a court 
ruling will make new law. 

The Workmen’s Compensation Law is an example 
of what may occur by judicial decisions. In some states 
this law has been broadened by this method until, for 
all practical purposes, it has become workmen’s health 
insurance. 

The trend of the times has been to trust to insur- 
ance for every known contingency. 

Liability insurance does not protect the individual 
physician or the medical society from unfavorable med- 
ical law. Insurance compensates for some of the loss 
sustained and helps defray the costs required to safe- 
guard the profession properly in the courts. I am of 
the opinion that the most important function of medi- 
cal defense committees is to prevent lawsuits and, 
when one is inevitable, to supervise organized medical 
and legal defense to the end that no case be a source of 
undesirable medical jurisprudence. 


NEGLIGENCE—-FACT AND OPINION 


Malpractice suits are predicated apon alleged negli- 
gence. Negligence, in law, is doing something which a 


*This is the second in a series of three articles, the third 
and last of which will appear in the July issue. 
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reasonably prudent person would not do under the cir- 
cumstances, or omitting to do something which a rea- 
sonably prudent person would do under the circum- 
stances. 

The definition is plain and easy to remember and it 
seems to me every physician who has been graduated 
from a medical college should be able to be governed 
by it. 

I define a malpractice disability as follows: A dis- 
ability or condition for which a practitioner is answer- 
able is one in which a proximate causative relationship 
exists between the negligence of the physician and the 
condition produced, without which a disturbance of 
function or change in the character, form or type of 
tissue would not have occurred as a natural and con- 
tinuous sequence, unbroken by any controlling inter- 
vening cause, and which is recognizable and measurable 
by reasonable physical and laboratory means. 

The question is, has something been done which 
ought not to have been done, or has something been 
omitted which ought not to have been omitted, which 
is the proximate cause of the disaster? What was 
done or not done is a question of fact. What ought 
to have been done or not done is a matter of opinion. 
I want to emphasize the value of facts in the form of 
written records which show what was done and what 
was advised. The plaintiff will provide sufficient data 
about what was not done or not advised. 

The conditions which furnish the majority of mal- 
practice actions are obstetrics, fractures, surgical oper- 
ations and #-ray burns. In each locality some general 
and accepted rules in the treatment of these classes of 
cases should be formulated as a guide in practice and 
as a legal protection to the profession. Authority for 
surgical procedures is often neglected. Many surgeons 
remove organs of controversial value without the con- 
sent of the patient. A third party (except in the case 
of minors), whether husband, wife or parent, unless 
delegated by the patient, has no legal authority to give 
the surgeon permission to remove any tissue. A pa- 
tient can not by any legal means absolve the surgeon 
from negligence, before negligence has occurred. 

What would be the reaction in the average man if 
he went to the operating room for an appendectomy 
and, when he regained consciousness, he was presented 
a small, atrophied appendix and two prized ovoid 
spheres which normally were ensconced near the ap- 
pendix? Do you think the scientific record that at 
some time these organs harbored Neisser bacteria 
would compensate for their loss? And yet we would 
become greatly agitated were some embryo, incompe- 
tent or unscrupulous surgeon sued for malpractice for 
doing this same relative operation on a woman. 


SECRET INFORMATION 


In practically every case, the petition and the out- 
come of a malpractice suit depend upon volunteered 
medical opinion. The assistance is invariably secret. 
Since time immemorial it has been the unwritten law 
of the profession that one physician shall not volun- 
tarily testify against another in a malpractice suit. Of 
the two offenses, volunteering testimony and secret as- 


me eo ae 2 f° ae & CF & 09 





MISCELLANEOUS 


sistance, the latter is the more reprehensible; yet no 
organized effort has been made to prevent it. 

In all the cases I have been connected with, assist- 
ance has been given the plaintiff, either knowingly, un- 
knowingly or unwittingly. In one case information and 
testimony supplied to an attorney for the purpose of 
securing compensation under the Workmen’s Compen- 
sation Law was used to file a malpractice suit against 
a physician who had previously treated the claimant. 
This opens up another avenue of danger to the medi- 
cal profession. If this legal practice becomes general, 
physicians will do well to be very circumspect when 
mentioning any history involving the treatment ren- 
dered by another physician, when making reports of 
examinations of individuals who are sent to them to 
determine the degree of disability, otherwise they may 
be subpcenaed as witnesses for the plaintiff and find 
themselves in a very difficult situation. 


The physician must observe a summons to appear in 
court. It is the duty of every witness in court to an- 
swer truthfully questions of fact. The physician who 
obeys a summons and testifies to facts only should not 
be condemned nor ostracized for obeying the law, 
no matter to what extent his testimony may damage 
the physician involved. 

It was Lord Coke who, centuries ago, told King 
James I that the King ought not be under any man, 
but under God and the law. So the medical profession 
need be subservient to no man, but it must be under 
God and under the law. 


But—there is a vast difference between compulsory 
appearance in court and voluntary effort to appear. 
And when in court there is a vast difference between 
testimony eoncerning fact and testimony concerning 


opinion. The physician can not avoid testifying to a 
fact but he can avoid volunteering to do so, and there 
is no law that can compel him to form an opinion. He 
may be compelled to disclose what he saw, what he 
found upon his examination, what he said and what 
he did and why he did it. These are facts and not 
opinions. 

The weight of decisions sustains the rule that, where 
an expert witness is summoned, he need not give his 
opinion without compensation proportionate to the 
value of the opinion. How could a witness be com- 
pelled to engage in a process of reasoning if he did 
not want to do so? 

It does not follow that because a physician is a sur- 
geon or specialist he is an expert medical witness. 
Wharton on Evidence, Section 434, says: “The 
distinction between witnesses is this: the non-expert 
witness testifies to conclusions which may be verified by 
the adjudication tribunal; the expert to conclusions 
which cannot be so verified. The non-expert gives the 
results of a process of reasoning familiar to everyday 
life; the expert gives the results of a process of rea- 
soning which can be determined only by special scien- 
tists.” To put this in simple language, the ordinary 
witness narrates facts from which conclusions are to 
be drawn; the expert assumes certain facts to exist 
and, from this assumption, arrives at a conclusion 
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through a process of reasoning which is, as a matter 
of fact, an opinion. 





REPORT OF THE COMMITTEE ON RADIOLOG- 
ICAL FRAUDS AND IMPROPER 
PRACTICES} 


Some of the remarks made by counselors from vari- 
ous parts of the country seem to indicate that this 
specialty is threatened by dangers which are more or 
less peculiar to radiology. It seems that in different 
parts of the country fee-splitting, masquerading under 
various disguises, is becoming rather prevalent. If one 
were to attempt to find the source of these various 
tendencies and to classify them, he would give first 
place to the organizations, corporations, or companies 
selling stock to physicians and surgeons and encourag- 
ing these men to refer their cases to x-ray laboratories 
operated and owned by such corporations or com- 
panies, in the hope of receiving dividends upon their 
stock; and, of course, the more cases referred, the 
larger the dividends. The plan constitutes, stripped of 
its business terminology, nothing more nor less than an 
offer of a financial inducement to physicians to refer 
their case to certain x-ray laboratories. Then we 
have another type of organization which is rather in- 
nocent on its face but which offers discounts to mem- 
bers of the organization. That is to say, if the mem- 
ber refers his cases to the laboratory in which he is 
financially interested, he may have charges for #-ray 
services made to himself, and then he may take a 
discount of 20 or 25 per cent or more and collect the 
full fee from the patient. As a matter of fact, there 
is no restriction whatever to the fees this man may 
charge; he may obtain his x-ray services on a small- 
fee basis, and then take his discount and charge his pa- 
tient a large fee for the same service. This creates a 
rather dangerous situation. Some of these laborato- 
ries which operate as stock companies are operating 
without a roentgenologist in charge, the members 
themselves claiming they are quite competent to make 
their own interpretations, their own fluoroscopic obser- 
vations, and to prescribe treatment. Some of them 
employ a physician as a figurehead, who is supposed 
to pass upon cases coming to the clinic, but he actually 
does not. The diagnosis is made by the technician and 
the physician’s name is signed to the report. 

Now, in order to bring this matter before the So- 
ciety and try to get something concrete done we have 
prepared a set of resolutions upon which we ask your 
approval. The question will arise, of course, in all of 
your minds, as to what good this may accomplish. It 
seems to your Committee that, if it does nothing more, 
it will place us on record with a certain definition of 
commercial x-ray laboratories and unethical x-ray lab- 
oratories; it will define clearly what we regard as 
ethical practice and as unethical practice. With that 
backing, we can go before our own local medical so- 
cities to obtain their support in cleaning up this situa- 


1Read at the Thirteenth Annual Meeting of the Radiolog- 
ical Society of North America, at New Orleans, Nov. 28 
to Dec. 2, 1927. 
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tion in various localities throughout the United States. 
Here are the resolutions which we have to present: 


WHEREAS: Certain practices are becoming prev- 
alent in various parts of the United States, which 
threaten the welfare of radiology, affecting the practice 
of this branch of medical science in a peculiar, dele- 
terious, and harmful manner, and 


WHEREAS: It is an important function of any 
medical organization to protect its specialty from the 
harmful effects of improper, unethical, or dishonest 
practices, 

BE IT RESOLVED: By the Radiological Society 
of North America, in Executive Session at its Thir- 
teenth Annual Meeting, that: (1) Radiological diag- 
nosis is a consulting specialty of medicine, the chief 
function of which is to aid practitioners of other spe- 
cialties and of general medicine in the diagnosis and 
treatment of disease; (2) that it is improper and un- 
ethical for any radiologist or any organization prac- 
tising radiology to offer discounts or commissions, or 
other financial inducements, to attract patients either 
directly or through reference by other physicians; (3) 
that it is unethical for any radiologist or organization 
practising radiology to make charges to referring phy- 
sicians for services rendered, but that all such charges 
must be made against the patient for whom such 
services are rendered; (4) that a commercial x-ray 
laboratory is defined as one which advertises to make 
radiographic or fluoroscopic examinations for physi- 
cians and surgeons for the avowed or apparent primary 
purpose of financial gain; (5) that it is improper and 
unethical for any radiologist to become affiliated with 
a commercial x-ray laboratory; (6) that a stock com- 
pany or corporation with physicians and surgeons as 
stockholders, offering dividends as an inducement to 
refer cases to a laboratory owned and operated by 
such company or corporation, is unethical, and that such 
dividends be regarded in the same light as commissions 
or discounts. A group of physicians may properly own 
and operate an x-ray department or laboratory, provid- 
ing the earnings therefrom are employed for the ad- 
vancement of the science of radiology or other 
branches of medicine or the maintenance and improve- 
ment of service to patients, but not as an inducement 
to stockholders to refer cases in the hope of receiv- 
ing greater dividends. 

RESOLVED: (7) That an #-ray laboratory is to 
be considered unethical if therefrom emanate diagnostic 
reports based upon the radiologic observations of tech- 
nicians who do not possess a medical degree or license 
to practise medicine. 

The mere signature of a physician to such reports 
is to be regarded as an evasion of this rule unless such 
signatory has actually made the observations and 
drawn the conclusions upon which such reports are 
based. 

BE IT FURTHER RESOLVED: (1) That no 
radiologist engaging in unethical practice according to 
the above definition shall be eligible to membership in 
this Society, and that no technician affiliated with an 
unethical or commercial laboratory shall be eligible to 
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registration; (2) that a copy of these resolutions be 
forwarded to each state medical society with a request 
that they be published in the official Journal; (3) that 
a committee be appointed to obtain the official approval 
of these resolutions by the American College of Ra- 
diology, the American College of Surgeons, and the 
American College of Physicians. 





STATE BOARD OF MEDICAL EXAMINERS 

In March one Mrs. Pauline Schultz, listed as a chiro- 
practor in the Saint Paul telephone directory, with of- 
fices in the Hamm building, was charged with having 
performed an illegal operation on a young married 
woman residing in Saint Paul. Evidence was ob- 
tained by the medical board that the defendant agreed 
to perform the illegal operation for a consideration of 
$100.00, $50.00 of which was paid on March 12, and 
treatments rendered March 12, 13, and 14. As a result 
hospital care was required by the patient. Complaint 
was later filed, the defendant arrested, released on 
$5,000 bail, and trial instituted April 23. The defense 
introduced was an alibi. It developed that the patient 
had undergone a previous similar operation and the 
jury therefore refused to return a verdict of guilty. 





REPORTS AND ANNOUNCE- 


MENTS OF SOCIETIES 


AMERICAN PSYCHIATRIC ASSOCIATION 


At the eighty-fourth annual meeting of the American 
Psychiatric Association to be held at the Hotel Radis- 
son, Minneapolis, June 4, 5, 6, 7, and 8, the addresses 
of welcome will be given by Dr. W. J. Mayo of Roch- 
ester, George E. Leach, Mayor of the City of Minne- 
apolis, and Dr. C. Eugene Riggs of Saint Paul. 

The sessions will begin at 10:00 A. M. and 2:00 P. M. 
daily, and will be open to those professionally inter- 
ested. A more detailed account of the meeting will 
be found in the May, 1928, issue of Minnesota MeEp- 
ICINE. 





AMERICAN ASSOCIATION FOR THE STUDY 
OF GOITER 


The meeting of the American Association for the 
Study of Goiter will be held in Denver June 18, 19 and 
20 of this year, under the direction of the Denver 
County Medical Society. Doctor Breitner of Vienna 
and Doctor Albert Kocher of Switzerland will be 
among the distinguished guests. The meeting will be 
attended by representatives of all of the big clinics in 
the United States and Canada doing goiter work. It 
will be an excellent opportunity for anyone who wishes 
to see operative clinics and to hear diagnostic clinics. 
This is the fifth year the Society has been in exist- 
ence. Previous meetings have been held in Blooming- 
ton, Louisville and Philadelphia. 
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REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


AMERICAN MEDICAL ASSOCIATION 


The annual meeting of the American Medical Asso- 
ciation will be held in Minneapolis, June 11 to 15 in- 
clusive. Those attending are urged to register as early 
in the week as possible, at the registration booth in the 
new Auditorium. 

The A. M. A. House of Delegates will meet Monday 
in the ball room of the Nicollet Hotel with the speaker, 
Dr. Frederick C. Warnshuis, of Grand Rapids, Michi- 
gan, in the chair. 

Monday evening, June 11, the Minnesota State Med- 
ical Association will be hosts at a dinner in honor of 
the past presidents, delegates and foreign guests of the 
A. M. A. at 6:30 o’clock at the Nicollet Hotel. Dr. 
W. J. Mayo of Rochester will be toastmaster. Gov- 
ernor Theodore Christianson of Minnesota, Dr. Jabez 
N. Jackson, president of the American Medical Asso- 
ciation, Dr. W. S. Thayer, president-elect of the Amer- 
ican Medical Association, Dr. Frank Billings of Chi- 
cago and Dr. William D. Haggard of Nashville, Ten- 
nessee will be on the program. State delegates will 
receive their invitations when they register. Invita- 
tations will be mailed to others of the Association who 
will attend. 

The first meeting of the convention will be held 
Tuesday evening, June 12, at the Auditorium, at which 
time the President, Dr. William Sydney Thayer, of 
Baltimore, will be inaugurated. 

Wednesday night, June 13, the medical alumni of 
the University of Minnesota will hold their much her- 
alded reunion banquet. Over 600 alumni have already 
signified their intention to be present and the various 
classes will be grouped at dinner. Following the ban- 
quet, which is to be held at six o’clock at the Nicollet 
Hotel, an entertainment will be provided at the same 
location for the alumni and A. M. A. visitors. Further 
information regarding golf Wednesday afternoon for 
the returning alumni will be obtainable at the regis- 
tration desk. 

The President’s reception will take place Thursday 
evening in the Marigold ballroom, which is peculiarly 
adapted for the reception and dancing which is to fol- 
low. 

The various sections of the convention will meet in 
several auditoriums in close proximity to the Auditori- 
um headquarters, beginning Wednesday. For the in- 
formation of those concerned the meeting places are 
herewith listed: 

Large room in Auditorium: 

Section on Practice of Medicine 
Section on Diseases of Children 
Stage of Auditorium: 
Section on Preventive and Industrial Medicine and 
Public Health 
Section on Gastro-Enterology and Proctology. 
Committee Room on the third floor of the Audi- 
torium: 
Section on Pharmacology and Therapeutics. 
Section on Pathology and Physiology. 

Main floor of the Lyceum Theater: 

Section on Surgery, General and Abdominal 
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Section on Obstetrics, Gynecology and Abdominal 
Surgery. 

Second floor of the Lyceum Theater: 

Section on Opththalmology 

Section on Laryngology, Otology and Rhinology. 
Loring Theater: 

Section on Dermatology and Syphilogy 

Section on Urology. 

Marigold Ballroom: 

Section on Nervous and. Mental Diseases 

Section on Orthopedic Surgery. 
Auditorium of Leamington Hotel: 

Section on Radiology. 

Visiting women will be entertained with teas, 
luncheons and automobile rides, whereby opportunity 
will be given to see the environs of Minneapolis and 
Saint Paul. The Women’s Auxiliary of the Minne- 
sota Sate Medical Association are planning to take part 
in the entertainment of the wives of the visiting doc- 
tors. 

More detailed information has appeared in the A. 
M. A. Journal, particularly the issue of May 12. In- 
formation will also be obtainable at the Auditorium 
headquarters during the convention. 

One of the features of the convention will be the 
clinics to be conducted by eminent specialists on Mon- 
day of convention week. This is of sufficient interest 
to warrant publication of the proposed program. 





CLINIC PROGRAM 


9:00-9:45 A. M. 
Kidney Disease, Sinus Disease, Feeding Disorders, 
Chronic Infections of the Upper Respiratory Tract 
of Children 
WittraAM Marutott, M.D. 
Saint Louis, Missouri 
9 :45-10:30 A. M. 
Diagnostic Clinic of Headaches of Nasal and Other 
Origins 
Roy A. Bartow, M.D. 
Madison, Wisconsin 
10:30-11:15 A. M. 
Osteomyelitis 
WInnNeEtTT Orr, M.D. 
Lincoln, Nebraska 
11:15-12:00 M. 
Pulmonary Tuberculosis and Bronchiectasis 
F. M. Pottencer, M.D. 
Monrovia, California 
1:00-1:30 P. M. 
Injection Treatment of Varicose Veins 
Dexter Witte, M.D. 
Milwaukee, Wisconsin 
1:30-2:00 P. M.—Open 
2:00-2:45 P. M. 
Goiter 
F. H. Laney, M.D. 
Boston, Massachusetts 
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2:45-3:30 P. M. 
Diabetes 
E. P. Jostrn, M.D. 
Boston, Massachusetts 
3:30-4:15 P. M. 
Pernicious Anemia 
J. H. Musser, M.D. 
New Orleans, Louisiana 
4:15-5:00 P. M.—Open 





STATE MEDICAL MEETING 


The State Association holds its annual meeting at 
the time of the A. M. A. convention in Minneapolis. 
The sessions will be limited to the meetings of the 
Council and the State House of Delegates. No sci- 
entific program will be held. 

The Council will first meet at 4 p. m., Sunday, June 
10, in one of the parlors on the mezzanine floor of the 
Nicollet Hotel, and again Tuesday morning at 9 
o'clock. 

The House of Delegates will convene Monday morn- 
ing, June 11, at 9:30 o’clock in the rooms of the Hen- 
nepin County Medical Society, Donaldson Building, 
Minneapolis, and will reconvene at 2 o’clock in the 
afternoon. The last meeting for the election of officers 
and completion of business will be at noon, Tuesday. 

Copies of the various committee reports are being 
sent to the delegates as soon as they are received by 
the secretary. 





HENNEPIN COUNTY MEDICAL SOCIETY 


Dr. N. O. Pearce has been elected president of the 
Hennepin County Medical society for 1929. He will 
succeed Dr. A. E. Hedback, who is president during 
the current year. Other officials elected are Dr. Edwin 
L. Gardner, first vice president, and Dr. A. H. Mc- 
Farland, second vice president. Two members were 
elected to serve three years on the executive committee. 
They are Dr. J. M. Hayes and Dr. George Douglas 
Head. Dr. J. F. Corbett and Dr. E. K. Greene were 
elected for three-year terms to the board of censors; 
and Dr. J. W. Bell and Dr. S. Marx White to three- 
year terms on the board of trustees. 





STEARNS-BENTON COUNTY MEDICAL 
SOCIETY 


At the annual meeting of the Stearns-Benton County 
Medical Society the following officers were elected: 
President, A. Mahwald, Albany, Minn.; vice-president, 
A. A. Meyer, Melrose, Minn.;  secretary-treasurer, 
J. P. McDowell, St. Cloud, Minn. 

Dr. C. B. Lewis, St. Cloud, was elected with Dr. 
P. E. Stangl, St. Cloud, as alternate. 

Censors elected are: C. S. Sutton, St. Cloud, to 
serve till 1929; R. N. Jones, St. Cloud, to serve till 
1930; W. H. Freisleben, Sauk Rapids, to serve till 
1931. 


REDWOOD-BROWN COUNTY MEDICAL 
SOCIETY 





Officers elected at the recent annual meeting of the 
Redwood-Brown County Medical Society for the en- 
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suing year are: President, Geo. B. Weiser, New Ulm; 
vice president, Cornelius Saffert, New Ulm; secretary- 
treasurer, Wm. A. Meirding, New Ulm; censor for 
three years, Theo. Hammermeister, New Ulm. 

Dr. F. H. Dubbe, New Ulm, was elected delegate 
for the 1929 state convention, with Dr. Carl D. Kolset, 
Sanborn, as alternate. 





OF GENERAL INTEREST 


Dr. L. A. Weissgerber, formerly of Brownton, Minn., 
is now associated in practice with Drs. Vogel and 
Seifert of New Ulm. 


Dr. P. L. Halenbeck, formerly located at Crosby, 
Minnesota, has taken office in the Guaranty Trust 
Building, St. Cloud, Minnesota. 


Dr. Russell Gates, formerly of Minneapolis, is now 
associated with the Northwest Clinic at Minot, North 
Dakota, in the capacity of roentgenologist. 


Dr. Wm. F. Mercil, a graduate of the University of 
Minnesota, who recently completed his internship at St. 
Mary’s Hospital in Duluth, has located at Crookston, 
where he is on the staff of the Northwestern Clinic. 


Dr. and Mrs. Charles N. Hensel and their children of 
Saint Paul sailed May 10 from New York on the 
French liner, De Grasse, for Europe. They will spend 
the summer in Austria and will arrive home about 
September 17. 


Dr. F. L. Norin who had practiced for many years 
at Roseau, Minn., died at that place, April, 8. Dr. 
Norin has practiced in the northern part of the state 
ever since this graduation from the Saint Paul Medical 
College in 1886. 


The Northwest Regional Association, consisting of 
the officers from the State Medical Association of Wis- 
consin, North Dakota, South Dakota, and Minnesota 
will meet Sunday, June 10, at 2:00 o’clock at the Nicol- 
let Hotel, Minneapolis. 


At the annual meeting of the Staff of the Fairview 
Hospital, Minneapolis, the following were elected of- 
ficers for the ensuing year: President, Dr. Ivar Sivert- 
sen; vice-president, Dr. Looe Baker; secretary-treas- 
urer, Dr. A. W. Dahlstrom. 


Dr. A. H. Pedersen delivered the president’s address 
before the Minnesota Pathological Society at the an- 
nual meeting held Tuesday, May 15, at the Institute 
of Anatomy, University of Minnesota. His subject 
was “Diseases of the gallbladder.” 


Dr. John A. Moga on completing his internship at 
the Ancker Hospital, Saint Paul, July 1, will practice 
his profession in Saint Paul and will take charge of 
the practice of Dr. F. V. Langenderfer, during the 
latter’s visit to California in July and August. 


Representatives of all the hospitals in Saint Paul, for 
the most part the superintendents, have organized for 
publicity purposes. Material for lay consumption will 





OF GENERAL INTEREST 


be given out by the hospital representatives with the 
codperation of the office of the Saint Paul Association. 


Minnesota is recovering from a widespread epidemic 
of influenza, the exact extent of which cannot at the 
present be accurately determined. While most of the 
cases were comparatively mild, the usual complications 
of sinus and ear involvement and some serious pneu- 
monia were in evidence. 


Invitation is extended to members of the profession 
to attend the monthly clinical conference in obstetrics 
and gynecology held at the Minneapolis General Hos- 
pital the last Tuesday in each month. Those desiring 
to be notified of these meetings each month should 
communicate with Dr. F. L. Adair, Minneapolis General 
Hospital. 


A survey is being made through Polk County on he- 


half of the crippled child. A field nurse is checking 4 


school census recently taken in the city and rural 
schools to classify every case so it can be shown the 
possibility of corrective measures. This movement is 
fostered by the Rotary Club of Crookston codperating 
with the local unit of the American Red Cross. 


Dr. E. T. Thompson, who has been assistant superin- 
tendent of the Ancker Hospital, Saint Paul, for the 
past four years, will leave the first of June to take 
up his duties as administrator of the Indianapolis Uni- 
versity Hospital, Indianapolis, Indiana. Dr. M. David- 
son, who has been in charge of the outpatient depart- 
ment at Ancker Hospital, will succeed Dr. Thompson 
as assisant superintendent. 


The Minnesota State Board of Health, Old Capitol, 
Saint Paul, have issued and are now distributing a 
“List of Persons Lawfully Authorized to Practice Heal- 
ing in the State of Minnesota” as provided by Chapter 
149, Session Laws, Minnesota, 1927, which requires that 
“Within thirty days after receiving from the secretaries 
of the several examining boards any of the lists of per- 
sons lawfully engaged in the practice of healing in this 
state as by this section provided, the State Board of 
Health of the State of Minnesota shall cause such lists 
to be printed and a copy thereof to be sent to each 
city, village, or district health officer and each sheriff 
and county attorney in the state.” 


The University of Minnesota Band, under the direc- 
tion of Michael Jalma, will officially appear at the 
Olympic Games to be held in Holland this summer. 
The band will make an extended tour of Europe, and 
one of the appearances scheduled on the intinarary is 
the Olympics. On July 30 the organization will be a 
feature attraction at the great mecca of nations. They 
will also appear in concert. The University Band, the 
first officially designated band to appear at the Olympic 
Games, is composed of sixty accomplished musicians 
selected from the combined Military, Concert, and 
Varsity bands on the campus. The men who are 
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making the trip are not only musically competent, but 
are truly representative university students. The Euro- 
pean tour was made possible by “University Apprecia- 
tion Day,” which was held May 5. 


The Women’s Auxiliary of the American Medical 
Association, with component auxiliaries in thirty-one 
states, has so increased its activities as to warrant the 
publication of “The Journal,” the first number of 
which appeared in January of this year. The Journal 
serves to codrdinate the activities of the various state 
auxiliaries and offers a medium for the publication of 
articles bearing on subjects allied to medical practice. 


Graduates of Northwestern University Medical 
School of Chicago will hold an alumni dinner at the 
Minneapolis Athletic Club, Wednesday, June 13, at 6:30 
P. M. Dean Cutter and other members of the fac- 
ulty will address the gathering. It is announced that 
wives are invited. Tickets are $2.00. Reservations 
should be sent to Dr. F. S. McKinney, 532 La Salle 
Building, Minneapolis, Minn. A large attendance from 
the Northwest Alumni is expected and earnestly re- 
quested. 


TWENTY-FIFTH ANNIVERSARY HENNEPIN COUNTY 


TUBERCULOSIS ASSOCIATION 


The silver anniversary of the Hennepin County Tu- 
berculosis Association, to be celebrated June 15, marks 
the reduction of the Minneapolis death rate from 244 
to 61 per hundred thousand persons, a decrease of 75 
per cent. In this time, also, tuberculosis has been 
moved nationally from the leading cause of death, to 
sixth in the causes of human mortality. 

The Association was organized in 1903 as the Anti- 
Tuberculosis Committee of the Associated Charities, 
and impetus to the work was first given by Mrs. George 
H. Christian, who urged that aid be extended to the 
tuberculous poor in their homes. 

Twenty-five years ago Minneapolis had no sanatoria 
or tuberculosis hospitals, no tuberculosis clinics, or 
nurses, and no program aimed at the prevention and 
cure of the disease. Through the Association’s efforts 
in codperation with all public and private organizations 
interested in tuberculosis, there are now nurses who 
both educate and give bedside care; free clinics in 
city and county for those unable to pay a private 
physician; a home for discharged patients who are 
homeless, and a free employment service for those able 
to work. 

In the 17 years that the Association served under 
the Associated Charities, and the 8 years it has been 
conducted as a separate corporation, there have also 
developed adequate hospital and sanatorium facilities 
for tuberculosis patients. Minneapolis, in fact, has 
more than twice the number of beds per annual death, 
while the national standard is one bed per annual 
death. 

At the same time the Association has carried on a 
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continuous campaign of education of the public in the 
prevention and cure of tuberculosis. 

To observe the twenty-fifth anniversary of the Asso- 
ciation’s founding, a complete history of its achivements 
is being prepared for the noon meeting scheduled June 
15, at which past presidents and honorary members 
will be guests of honor. Delegates enroute to the Na- 
tional Tuberculosis Association meeting in Portland 
will also attend. 

Speakers on the Minneapolis program will include 
Dr. Linsley R. Williams, managing director of the 
National Tuberculosis Association, director of the 
New York Academy of Medicine, and president of the 
New York City Tuberculosis Association; Mr. Philip P. 
Jacobs, publicity director of the National Tuberculosis 
Association, and Mr. Godias J. Drolet, statistician for 
the New York City Tuberculosis Association. 

Dr. N. O. Pearce, president, will preside at the anni- 
versary meeting of the Hennepin County Tubercu- 
losis Association. 


MEDICAL ALUMNI REUNION 


Minnesota Medical Alumni from 21 states will re- 
unite in Minneapolis, Wednesday, June 13, at the Min- 
nesota Medical Alumni Association banquet, to be held 
at the Nicollet Hotel, at 6:30 p. m. 

Over 600 reservations have already been made with 
the central committee on arrangements, which are also 
in charge of plans to observe the 25th anniversary of 
the class of 1903. 

Elaborate entertainment is being planned for the re- 
turning “grads,” including a golf tournament to be 
staged at the Woodhill Country Club, beginning at 
12:30, Wednesday. 

Invitations will be extended to all visiting members 
of the American Medical Association, meeting in Min- 
neapolis June 11-15, to attend the entertainment which 
will be held following the alumni banquet. Graduat- 
ing medical students at the University of Minnesota 
will also be guests of honor, as will many former 
professors. Among the latter will be “Charlie” Erd- 
man, “Tommy” Lee, “Dickey” Beard, Dean Lyon, J. W. 
Bell, William Watts Folwell, and President Coffman. 

Special entertainment will be provided during the 
reunion for women guests, arrangements for which will 
be made by Dr. Cecile R. Moriarty. 

Members of the Homecoming Committee include: 
Dr. N. O. Pearce, chairman of the central committee; 
Drs. Edwin L. Gardner, Oswald S. Wyatt, Arthur L. 
Herman, William H. Aurand, Wm. O’Brien, John 
Eldon Hynes, Don H. Daniel, W. Ray Shannon, 
Claude Ehrenberg, Andrew Sivertsen, Henry E. 
Michelson, Reuben A. Johnson, Fred A. Erb, Kenneth 
Allen Phelps, Dale Turnacliff, James Martin Hayes, 
Fred H. Poppe, Cecile R. Moriarty, and E. B. Pierce 
and Paul Johnson. 

Dr. Oswald S. Wyatt, president of the Minnesota 
Alumni Association, will preside at the banquet; “Doc” 
(L. J.) Cooke, will be toastmaster, and Johnny McGov- 
ern, Minnesota All-American, master of ceremonies. 
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PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


Meeting of March 14, 1928 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town & Country 
Club on Wednesday evening, March 14, 1928. Dinner 
was served at 7 p. m. and the meeting was called to 
order at 8 p. m. by the President, Dr. John T. Hynes, 
There were 33 members present. 

The minutes of the February meeting were read and 
approved. 

The President appointed Dr. A. T. Mann (Chairman) 
and Drs. Geo. Douglas Head and A. R. Colvin a com- 
mittee to draw up suitable resolutions on the death of 
Dr. John G. Cross, a past president of the Academy, 

Dr. ARNoLD ScHwyzer, St. Paul, reported an oper- 
ative case, in which a large tumor was removed from 
the upper part of the chest. The patient was presented 
at this meeting. 

Dr. A. N. Cottrns, Duluth, read a paper entitled 
“The Relationship of Gallbladder Disease to Diabetes.” 
This was illustrated with numerous lantern slides. 


DISCUSSION 


Dr. A. W. Ibe (St. Paul): Dr. Collins has brought 
to our attention in a very graphic way the association 
of gallbladder infection with pancreatitis. 

There are various theories advanced and much work 
has been done to determine just how this infection 
from the gallbladder reaches the pancreas and just 
how it affects the pancreas. 

There is probably some doubt as to just how this 
occurs; it is, however, a matter of everyday clinical 
history that an acute gallbladder infection is a danger 
to the pancreas. I would like to report a case of acute 
gallbladder infection that was followed by an acute 
pancreatitis. 

Case Report: This woman is aged fifty-four. On 
September 11 she was taken rather suddenly with se- 
vere pain in the abdomen; the pain was quite gen- 
eralized, but a little worse on the right side. The pain 
was so severe that the patient required morphin. It 
was accompanied by nausea, vomiting, and marked 
weakness. The leukocyte count was 14,000. 

In twenty-four hours the pain had subsided a little 
and definitely located itself in the upper abdomen, dif- 
fuse at first; and then there was tenderness and some 
rigidity in the upper abdomen. During the next two 
days the pain subsided still more. The patient passed 
a large amount of urine, became restless, thirsty, and 
the mouth was dry. On the fifth day she was lethargic 
and thought and spoke very slowly. Her mentality 
was very slow. 

The diagnosis of diabetic coma was made. The 
urine contained large amounts of glucose and acetone. 
This patient was put on insulin and has come through 
very well. 

Seven days after the onset of her illness there was 
a 0.38 of blood sugar and a very high glycosuria. Un- 
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der insulin she came down to absence of glycosuria 
and 0.16 of blood sugar, just a little below the thresh- 
old, hence no glycosuria; but she still had an hyper- 
glycemia. 

This patient had an acute inflammation of the gall- 
bladder with a resulting acute pancreatitis. In her past 
history there was nothing to suggest a diabetic con- 
dition, but there had been six attacks of gastrointesti- 
nal disturbance suggestive of gallbladder disease. 

I operated upon this patient after she had recovered 
from her acute illness and removed a severely diseased 
gallbladder that contained stones. Since her operation 
she has had no recurrence of the trouble. There has 
been no subsequent sign of diabetes. 

Dr. BENJAMIN (Minneapolis): I have a diabetic 
case with gall stones in the hospital at the present time. 
The patient came to the office while I was out of town 
ia January. She became sugar-free under treatment 
and about a week or ten days ago I operated on her. 
At operation I found the gallbladder was large, ad- 
herent to the liver which was sclerotic in areas, and 
the pancreas was enlarged. There were a number of 
adhesions around the gallbladder and a number of 
stones in the cystic duct. Two days before I operated, 
she had gall-stone colic. We have not made tests of 
the blood and urine lately. Right after the operation 
the sugar returned. Now on proper diet she is gain- 
ing and feels very well. 

I have always felt that there was occasionally some 
relationship between gallbladder disease and diabetes. 


One can have disease of the pancreas without pro- 
ducing diabetes, but does operating the diseased gall- 


bladder ever overcome the diabetes. I recall one case 
in which that seemed to have occurred some years ago. 
I drained the gallbladder and the last report we had 
on the case was that she was sugar-free and prac- 
tically well. 

Dr. CoLttins (in closing): It is true that cholecys- 
titis and gall stones are very common findings. Mentzer 
of Rochester found, I believe, that what pathologists 
regard as cholecystitis is almost a universal finding 
at autopsy. 

The point I wished to bring out is that diabetes and 
gallbladder disease are associated conditions; and to 
show in tabular form these associations; also by tab- 
ulation to see if there were any conclusions which 
might be drawn. 


I do not mean to suggest that chronic cholecystitis 
is invariably a precursor of diabetes; I do not mean 
to say that it is not. We may find out some day that 
it is a larger factor than we now believe. 

These cases I have chosen from autopsy material 
over a six-year period. These showed 32 per cent in- 
cidence of gallbladder disease. Some one else found 
38 per cent of incidence in a smaller series. 

From the anatomical standpoint, I believe it has 
been estimated that 53,000 islands of Langerhans are 
present on the average in the pancreas and those 
chiefly in the tail of the pancreas. In the earlier stages 
of cholecystitis, with chronic inflammation of the pan- 
creas, one often finds swelling in the head of the 
pancreas and no sugar in the urine. Suppose this con- 
dition should go on from year to year untreated. 
Shall we then find in the older cases that this process 
has gone on until there are chronic changes involving 
the tail of the pancreas as well as the head and a 
greatly reduced number of islands of Langerhans and 
symptoms of diabetes clinically? 

Dr. Ide’s case is very interesting. I have one in the 
hospital now very much like the one he describes. A 
swollen head of the pancreas was found and patches 
of fat necrosis on the omentum. 

There are a number of problems and some of these 
problems are far-reaching: Why should it be of more 
common occurrence among women? Has the type of 
infection anything to do with the situation? Or have 
the infections that women are subject to anything to 
do with it? 

Some one mentioned the subject of associated arterio- 
sclerosis. Of course we have always associated this 
with diabetes, but we have never definitely shown that 
they have a direct relationship. And can we say that 
they do not have a common factor—infection? 

This has been a very interesting study. I hope there 
will be some concerted effort in the profession to see 
if we cannot establish a more definite relationship be- 
tween these two clinical entities. 


Dr. F. W. Scuiutz (Minneapolis) gave a report on 
the Pan-American Conference on Child Hygiene, and 
his impressions of South American Pediatric Clinics. 


The meeting adjourned. 
Cart B. Drake, M.D. 





RECONSTRUCTION! 


There is a cure for everything, including curiosity, ac- 
cording to the “American Legion Weekly.” An in- 
quisitive old lady, says the veterans’ journal, was bend- 
ing over the bed of a wounded soldier in a reconstruc- 
tion hospital. 

“Where you wounded in the head, my boy?” she 
asked. 

“No’m,” replied a faint but polite voice. “I was shot 
in the foot and the bandage has slipped up.” 


INSIDE INFORMATION 


A little negro schoolgirl, down in Florida, in answer 
to the question “What is anatomy?” wrote the follow- 
ing : 

“Anatomy is a human body. It is divided into three 
parts—the haid, the chest, and the stummick. The haid 
holds the brains, if there is any; the chest holds the 
liver and the lites, and the stummick holds the entrails 
and the vowels, which are a, e, i, 0, u, and sometimes 
w and y.” 





NEW AND NON-OFFICIAL 
REMEDIES 


The following articles have been accepted by the 
Council on Pharmacy and Chemistry of the American 
Medical Association: 

ABBoTT LABORATORIES 

Acetarsone 

Amiodoxyl Benzoate-Abbott 

Ephedrine Sulphate-Abbott 
H. K. Mutrorp Co. 

Diphtheria Toxin-Antitoxin Mixture, New Formula, 

Park-Banzhaf’s 0.1 L+ 
Erysipelas Streptococcus Antitoxin (Concentrated) - 
Mulford 
NON-PROPRIETARY ARTICLES 
Amiodoxyl Benzoate 


THE CHENEY CHEMICAL Co. 
Ethylene-Cheney 
E. Foucera & Co. 
Lipiodol-Lafay 
Lipiodol Radiologique Descendant 
Lipiodol Radiologique Ascendant 
Meap Jounson & Co. 
Mead’s Powdered Boilable Protein Milk 
Swan-Myers Co. 
Ephedrine-Swan-Myers 
Ephedrine Inhalant-Swan-Myers 
WINTHROP CHEMICAL Co., INC. 
Phanodorn Tablets, 3 grains. 


Diphtheria Toxin-Antitoxin Mixture, New Formula, 
Park-Banzhaf’s 0.1 L+ (New and Non-official Reme- 
dies, 1927 p. 341).—This product is also marketed in 
packages of one 10 c.c. vial, representing three immuniz- 
ing treatments. H. K. Mulford Co., Philadelphia. 
(Jour. A. M. A., August 20, 1927, p. 600.) 


B. Acidophilus Milk-Adohr—A milk culture of B. 
acidophilus which contains not less than 250 millions of 
viable organisms (B. acidophilus) per c.c. at the time 
of sale. For a discussion of the actions and uses of 
bacillus acidophilus preparations see Lactic Acid-Pro- 
ducing Organisms and Preparations, New and Non- 
official Remedies, 1928, p. 228. Laboratory Division of 
the Adohr Creamery Co., Los Angeles, Calif. 


Phanodorn Tablets, 3 grains ——Each tablet contains 3 
grains of phanodorn (New and Non-official Remedies, 
1928, p. 96). Winthrop Chemical Co., Inc., New York. 


Solution Ephedrine Sulphate-P. D. & Co., 3 per cent. 
—A 3 per cent solution of ephedrine sulphate-P. D. & 
Co. (New and Non-official Remedies, 1928, p. 178). 
Parke Davis & Co., Detroit. (Jour. A. M. A., April 
21, 1928, p. 1291.) 


Ephedrine-Swan-M yers.—A brand of ephedrine-N. N. 
R. (New and Non-official Remedies, 1928, p. 174.) It 
is also supplied in the form of Ephedrine Inhalant- 
Swan-Myers, a 1 per cent solution of ephedrine in light 
liquid petrolatum. (Jour. A. M. A., April 28, 1928, p. 
1377.) 


MINNESOTA MEDICINE 





[June, 1928} 


PROGRESS 


Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 
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SECONDARY ANEMIA: ITS TREATMENT: 
Jean Jongewaard, M.D., Iowa State College, Ames 
Iowa (Medical Woman’s Journal, XXXIV, 327, 1928). 
Secondary anemia as one of the problems of a health 
service is discussed. The students are given a complete 
physical examination with routine blood count and 
urinalysis being made. In many, infected tonsils or 
teeth or other bodily ailments may be accounted re- 
sponsible but in approximately 50 per cent no positive 
physical or laboratory findings are present. The cause 
for this is discussed: Dr. Clifford Allbutt of England 
is quoted, who believes all girls in puberty are potential- 
ly chlorotic, and also Dr. Lloyd Jones of England, who 
lays the cause to a toxic excess of internal secretions 
of the sexual glands. It is the consensus of opinion 
that a lack of sufficient iron content in foods together 
with insufficient sunshine, is the chief factor; the lack 
of sunshine being the greater of the two. A study of 
the comparative results obtained by ultra-violet therapy, 
iron administration and dietary treatment was made. 
Thirty-six cases were treated with air cooled quartz 
lamps. The average hemoglobin increased from 63 per 
cent at the start of the treatments to 78.8 per cent at 
the end of the treatments. Thirty-three treatments were 
given to each girl over a period of 6 weeks, the 
average gain in hemoglobin being 15.3 per cent, while 
the results obtained from intravenous iron therapy 
gave 1.9 per cent gain in the hemoglobin in six cases 
and a gain of 11.45 per cent in five cases treated with 
dietary methods. 

The technic of the ultra-violet therapy is as follows: 
Exposure of the entire body, beginning with 1 minute 
on each side of the body, increasing the time up to 15 
minutes on each side at the end of 3 or 4 weeks. A 
rest of 1 to 2 weeks is then given, during which time 
the hemoglobin drops in each case, but with resumption 
of treatments it again rises and as a rule remains 
stable. In three cases receiving no benefit from the 








~a 4.5 ww * 


iT: 
nes 
8). 
lth 
lete 
and 

or 


tive 
use 
and 
ial- 
vho 
ons 
ion 
her 
ack 
- of 
APY, 
ade. 
artz 
per 


rere 

the 
hile 
‘apy 
ASES 
vith 


ws: 
1ute 


y 15 


ime 
tion 
ains 

the 





quartz lamp, dietary methods were used together with 
radiation with pleasing results. In summarizing Dr. 
Jongewaard states that although their work has not 
been extensive she believes that ultra-violet therapy 
may very definitely be given first place, with food 
therapy a close second, while a combination of the two 
would probably be ideal. 


D. W. Hutcutinson, M.D. 
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PERFORATION OF DIAPHRAGM: The Result 
of Intra-abdominal Suppuration; Report of Unusual 
Cases: J. H. Clark, M.D. (Arch. of Surg., Vol. 16, 
No. 4. Pp. 864-867). Secondary foci set up in pleural 
cavity by extension through blood or lymph’ streams 
are not uncommon, but extension by perforation of the 
diaphragm is much less frequent and is usually the re- 
sult of subdiaphragmatic abscess. Lang in a series of 
173 cases of these abscesses found 67 perforations and 
Martinets found 33 in 138 cases. 

The site of the perforation depends on the site of 
the abscess. According to Barnard the commonest site 
for subphrenic abscess is between the convexity of the 
right lobe of the liver and the dome of the diaphragm 
and between the falciform and right coronary ligaments 
of the liver. The intraperitoneal area corresponding to 
pouch of left kidney, is second in frequency and usually 
results from intra-hepatic suppuration or rupture of a 
gastric ulcer. Third commonest is the uncovered space 
between coronary ligaments and the right posterior in- 
traperitoneal location about pouch of right kidney is 
also a frequent site. 

The author cites three case histories illustrating three 
different types of abdominal inflammation responsible 
for perforation of diaphragm. The first, a typical 
perinephritic abscess which formed a secondary accu- 
mulation between layers of coronary ligament in right 
extraperitoneal space causing a perforation 2 mm. in 
diameter in highest point of dome of diaphragm. The 
second, an extensive retroperitoneal inflammation re- 
sulting from a retrocecal appendix with extraperitoneal 
rupture of the dome of the diaphragm between the 
coronary ligaments of the liver. The third and most 
unusual occurred during the course of an acute suppu- 
trative peritonitis following a criminal abortion and re- 
sulted in a perforation of the left dome, 2 cm. in di- 
ameter. The author has been unable to find a similar 
case report in a search of medical literature. 

GrorGE MALMGREN. 
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EXTIRPATION OF THE URINARY BLADDER: 
L. J. Lindstrom (Acta Cheviergica Scandinavica. 7. 
III, 1928, LXIII. Fasc. Il. Pp. 146). The author re- 
lates two cases of carcinoma of the urinary bladder 
treated by complete extirpation. 

Case 1, woman, aged 52, with bladder symptoms for 
1%4 years. Cystoscopic examination showed multiple 
carcinomatous papillomata around the right ureteral 
orifice and in the neighborhood of the internal ureth- 
ral orifice. Operation of total cystectomy performed 
in one-stage. The ureters were implanted in the sig- 
moid. Patient discharged about two months after the 
operation. Subsequent death secondary to pyelonephri- 
tis three months later. 

Case 2, man, aged 61, with bladder symptoms for 
ten months. Cystoscopy revealed an infiltrating tumor 
in the vesical trigone. Manclair-Enderlen-Kroney’s op- 
eration in two stages. First stage: artificial anus es- 
tablished by making left inguinal McBurney colostomy ; 
separation of rectum and lowermost part of sigmoid 
colon from the rest of the gut and implantation of the 
ureters into the rectal stump of the sigmoid. One 
month later extirpation of the urinary bladder and 
prostate gland. Discharged healed. Death occurred 
7% months after extirpation of the bladder as a result 
of peritoneal metastases. 

The author recommends operative method used in the 
second case and operation in two stages. 

The author notes that Bardenhauer in 1897 per- 
formed the first extirpation of the urinary bladder for 
carcinoma. The paucity of cases done he believes due 
to the prohibitive primary mortality—mostly attributable 
to ascending pyelonephritis. A mortality of 40.2 per 
cent appears in Scheeles’ report of 63 cases. The dis- 
posal of the ureters, he believes, is still the central 
problem in total cystectomy. 

Joun R. Hann, M.D. 





SUPPURATIVE DISEASES OF THE CHEST: 
George P. Muller, M.D., F.A.C.S. (Surg. Gyn. and 
Obst., XLVI, 1928, No. 2. Pp. 193-198). A brief sum- 
mary of the etiological factors, the diagnosis, and the 
treatment of suppurative conditions within the chest, in- 
cluding empyema, lung abscess, bronchiectasis, and 
mediastinitis. 

Empyema, which is practically always the result of 
a pneumonia, requires prompt recognition. Operation 
during the course of the pneumonia entails a mortality 
of 50 per cent and should therefore be postponed until 
the sixth to eighth week. Local and gas anesthesia 
should be employed. The “closed method” of drainage 
is advisable during the pneumonic stage, but should be 
supplanted by rib resection in the post-pneumonia pe- 
riod, if the physical signs and x-ray findings indicate 
a walled-off abscess. The latter method will prob- 
ably have to be employed in most cases. 

Lung abscess has varied etiology. About 30 per cent 
are postoperative and of these one-half follow tonsil- 
lectomies, probably because of septic emboli rather than 
by aspiration. The remainder are due to the pneumo- 
nias and the aspiration of foreign bodies. The diag- 
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nosis is made by the history, the sputum, the fever, the 
#-ray picture, and by bronchoscopic examination. Lip- 
iodol is of value in the x-ray diagnosis. A centrally 
located abscess easily accessible from the bronchus is 
best treated by postural drainage, bronchoscopic aspi- 
rations, and general measures for increasing patients’ 
resistance. Peripherally located lesions or those with- 
in the upper lobe and therefore difficult of access by 
way of the bronchus should be treated surgically. This 
consists of opening the cavity by cautery after having 
produced adhesions between the visceral and parietal 
pleura, opening all pockets around the cavity, and then 
allowing the cavity to granulate in from the base. A 
secondary thoracoplasty may be required. Phrenectomy 
is of little consequence. 

Bronchiectasis usually follows parenchymal inflam- 
mations, such as influenzal pneumonia, which produce a 
fibrosis, which in turn twists and obstructs the bronchi. 
A secondary suppurative bronchitis then produces the 
characteristic purulent expectoration. Foreign bodies 
and occasionally the infarction by mildly septic em- 
boli must also be considered as etiological agents. 
X-ray findings either with or without lipiodol are the 
chief diagnostic aids. In the treatment of this condi- 
tion, Graham advocates actual cautery of the entire 
involved area if localized to one lobe. Hedblom em- 
ploys graded extrapleural thoracoplasty for diffuse uni- 
lateral bronchiectasis, while Whittemore has recently 
advocated the amputation of entire lobes. 

Suppurative mediastinitis may be traced to adjacent 
osteomyelitis, suppuration in the neck, and lymph nodes. 
Early diagnosis is -essential, and this should be fol- 
lowed by early drainage. In anterior mediastinitis 
drainage is relatively simple, whereas in the posterior 
variety the approach is more difficult. In the latter 
type, the area may be reached either through a cervi- 
cal mediastinotomy or by the dorsal route as described 
by Heidenhain. 

In discussing this paper, Doctor Hedblom differs as 
regards the “closed method” of drainage in empyemas. 
He feels that it is the treatment “par excellence” in 
that it does not produce a pneumothorax and thereby 
avoids decreasing of respiratory capacity. It can be 
employed early, infected fluid can be withdrawn, anti- 
septic irrigations can be carried on, and the cavity can 
be kept empty. In his opinion, lung abscess following 
tonsillectomy is probably due to aspiration rather than 
embolic. Pulmonary compression by pneumothorax, 
phrenic neurectomy, and thoracoplasty is of increasing- 
ly greater importance in the treatment of bronchiecta- 
sis. 

H. R. FeHianp, M.D. 


SOME UNDERLYING PRINCIPLES OF INTES- 
TINAL SURGERY: J. Shelton Horsley (Ann. of 
Surg., March, 1928. LXXXVII. Pp. 387-394). The 
fact that obstruction in the upper intestinal tract is 
more rapidly fatal than obstruction in the lower in- 
testinal tract is partly explained by more rapid dehy- 
dration in the former. Some surgeons think dehydra- 
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tion is the chief, if not the only, danger, in high ob- 
struction over the dangers of low obstruction. It has 
been demonstrated that it takes smaller degrees of 
compression in the upper small intestine to produce an 
obstruction than in the lower small intestine or colon, 
Clinically a degree of closure of the lumen that would 
cause marked symptoms in the upper small intestine 
will produce but little disturbance in the colon or low- 
er intestine. 

The type of obstruction should be considered; one 
which interferes with the circulation, such as a volvu- 
lus, is usually rapidly fatal and requires prompt surgi- 
cal treatment. Toxic material formed in the bowel pro- 
duces a rapid, weak pulse, fall in blood pressure, vom- 
iting, cold clammy skin and other phenomena of shock, 
A simple mechanical obstruction on the other hand due 
to a band or growth from the bowel causes some pain 
and increased peristalsis, but may gradually encroach 
upon the lumen till there is complete obstruction for 
days without causing alarming symptoms. Post-oper- 
ative obstruction is usually of the mechanical type, oc- 
curring chiefly in the small bowel. Constant regurgi- 
tation and vomiting will rapidly dehydrate the patient. 
The contents of the upper intestinal tract are relatively 
sterile, however. The slightest soiling of peritoneum 
with contents from the colon may bring disaster. 


KENNETH Murray, M.D. 


RESULTS OF PUNCH PROSTATECTOMY: H. 
C. Bumpus and E. B. Vickery (Am. Jour. Surg., Mar., 
1928, Vol. IV. Pp. 328-332). The necessity for a 
cystoscopic examination is pointed out in cases present- 
ing the symptoms of urinary obstruction and frequency 
out of proportion to the rectal enlargement of the pros- 
tate. Such cases reveal, on cystoscopic examination, 
hypertrophy of the median lobe, subcervical glands or 
bar formation at the bladder neck—the result of in- 
flammatory changes in the mucosa and underlying pros- 
tatic tissue. 

Guthrie, a century ago, pointed out the median bar 
as a prostatic atrophy with inflammatory changes 
rather than a hyperplastic phenomena. 

Young, 1909, devised a median bar excisor by modi- 
fying his urethroscope. This instrument has the dis- 
advantage of indirect vision and causes the operator 
to work in a bloody field without visual guidance. 
Three accidents are recorded as a result of working 
with the indirect scope; two occurring in this series 
and one at Young’s Clinic. 

Braasch, in 1918, modified his direct cystoscope and 
developed a knife punch instrument that allows vis- 
ualized placing of the instrument, a rapid emptying of 
the bladder clots, giving the operator a clear field to 
work in; by using a direct scope at the completion of 
the punch operation, the bleeding points may be ac- 
curately controlled by fulguration with a small elec- 
trode inserted through the catheter guide. 

Caulk, in 1929, modified Young’s punch by the addi- 
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tion of a cautery blade. This adds to the disadvantage 
of the Young punch—a cauterized operative field that 
serves as a stage for the lighting up of local and 
ascending urinary infection, and in addition sec- 
ondary hemorrhage where the slough comes away 
after eight or fourteen days. 

It is pointed out that following a punch operation 
with the Braasch instrument the operative field is per- 
fectly dry before the patient is allowed to leave the 
table. Under ordinary circumstances a catheter is not 
inserted into the urethra. In this series of 192 cases, 
postoperative hemorrhage occurred in three cases; one 
case requiring further electrocoagulation, and two, 
cystostomy. 

The punch operation is emphasized as a palliative 
procedure in suitable cases of prostatic carcinoma and 
the method of choice in many cases of postoperative 
urethral deformity and obstruction. 

In the selection of cases for punch prostatectomy the 
most important factor is the presence or absence of 
accompanying lateral lobe enlargement. If present, the 
removal of the median obstruction allows the lateral 
urethral walls to approximate further, thus increasing 
the obstruction. 

An analysis of the end-results in 85 cases of the 157 
punch prostatectomies done prior to Jan. 1, 1927, shows 
27 cases (32 per cent) to be free of urinary symp- 
toms. In 39 cases (46 per cent) there is improvement 
in the obstruction present prior to operation, but a 
persistence of a minor degree of frequency. This 
gives a total number of cases of 66 (78 per cent) with 
improvement following operation; corresponding with 
Caulk’s report of 323 cases with 80 per cent improve- 
ment and Young’s 355 cases with equally good results. 
Nineteen cases (22 per cent) showed no improvement. 
Analysis of this group shows nine of the cases re- 
quired subsequent prostatectomy at which time lateral 
lobe involvement was demonstrated. Seven cases in 
this group had hypertrophy of the lateral lobes in ad- 
dition to the median lobe involvement at the time of 
the punch operation. The pathological report was in- 
flammatory in 17 of these cases where failure to re- 
lieve symptoms was observed. 

It is interesting that observations here coincide with 
those of Caulk, that practically all poor results are 
manifested before six months. 


Joun R. Hanp, M.D. 





SUBCUTANEOUS INJURIES OF THE ABDOM- 
INAL VISCERA: B. M. Vance, M.D. (Arch. of 
Surg., March, 1928, XVI. Pp. 631-679). The kidneys 
are not so commonly ruptured by blunt force as either 
the liver or the spleen. A bilateral lesion is rare. The 
perirenal fat in the child is scanty and as this fat pro- 
tects the organ from violence to a certain extent, its 
amount has an important bearing on the complications 
of rupture. Only marked grades of violence applied 
to the anterior abdominal wall will produce rupture of 
the kidney, while relatively slight violence applied to 
the lumbar region may produce a lesion. 
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Experimentally kidneys engorged with blood rupture 
more easily than those comparatively bloodless. When 
the parenchyma is rendered especially friable by dis- 
ease, like renal tuberculosis, the rupture may occur un- 
der such slight trauma that it can be classified as 
spontaneous. 

The majority of ruptures are at right angles to the 
longitudinal axis. These lesions may be classified as: 
(1) Separation of fatty covering from fibrous capsule 
without rupture of parenchyma, (2) ruptures of sub- 
stance of kidney not involving pelvis or pyramids, (3) 
severe ruptures involving either pelvis or pyramids, 
(4) more extensive ruptures which shatter the kidney 
into fragments, (5) severe renal trauma accompanied 
by partial or complete tearing of blood vessels and 
ureter. A massive swelling may develop in the lumbar 
region from the perirenal accumulation. The fluid 
causes an inflammatory reaction and may form a cyst- 
like structure around the kidney, which is called a 
pseudohydronephrosis by some. This complication de- 
velops about a week after trauma. A direct injury 
to the ureter may produce stricture with resulting true 
hydronephrosis. This latter condition takes weeks or 
months to form. About 5.7 per cent of renal injuries 
result in severe intra-abdominal hemorrhage and 
usually occur in children where the perirenal fatty 
capsule is poorly developed. 

In a few instances when the renal pelvis is torn, to- 
gether with the peritoneum, urine will be extravasated 
and peritonitis results. The symptoms are fairly con- 
sistent, pain and tenderness in the right or left flanks, 
as the case may be, and blood in the urine. Mild forms 
of injury with hematuria, however, are fairly preva- 
lent and not a few of these cases recover under ex- 
pectant treatment. In general, if the symptoms are 
mild, an operation is not indicated. Usually the prog- 
nosis is favorable. There is no doubt that some of 
the ruptures of the kidneys that evoke symptoms are 
of slight grade and that patients will recover without 
operation. It is just as certain that patients with more 
severe renal injuries require operation. 


KENNETH Murray, M.D. 


THE ROLE OF ABERRANT VESSELS IN THE 
PRODUCTION OF HYDRONEPHROSIS: Charles 
P. Mathe, M.D. (Jour. of Urology, Vol. XIX, No. 3. 
Pp. 211-240). Attention is called to the high incidence 


of anomalous renal vessels; Eisendrath, Strauss and 
Quain’s Anatomy reports them in 20 per cent of au- 
topsy material. Broman studying sheep, pig, cat, rab- 
bit and human embryos stressed the existence of the 
peri-aortic plexus from which the renal artery is de- 
rived; pointed out that the channel for the renal ar- 
tery is selected mechanically, and, depending on this 
selection, there might result multiple renal arteries and 
veins of every conceivable type of branching. Anom- 
alous vessels may arise from the aorta, main renal ar- 
tery, spermatic, inferior mesenteric or middle sacral 
arteries. 

It is pointed out that the great majority of anomalous 
vessels cause no obstructive symptoms. One hundred 
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fifty cases of hydronephrosis associated with movable 
kidneys are reviewed in which eleven had an aberrant 
vessel causing an ureteral kink (nine of the obstruc- 
tions were due to arteries and two to veins). Seven 
occurred on the right and four on the left side. Eight 
occurred in females and three in males. 

The anomalous vessel causing the obstruction is 
practically always found running behind the ureter and 
serves as a fixed support for the ureter to sag over in 
a small percentage of movable kidneys. Hydronephro- 
sis secondary to aberrant vessels is characterized by 
intermittent, regular attacks of renal pain occurring 
over a period of months or years, the onset of which is 
usually in the young adult. This complication occurs 
more frequently in patients predisposed to movable 
kidneys who present the body form consisting of an 
elongated thorax associated with a small abdominal 
circumference. 

The ureteral kink may be demonstrated by a pyelo- 
gram in the vertical position. The dilatation of the 
ureter and pelvis always commences just above the 
point of obstruction by the vessel. The enlarged kid- 
ney may be palpated in 40 per cent of the cases. 

In the treatment of these cases, medical efforts to 
aid the kidney in maintaining its normal position are 
first instituted in the way of rest in bed, with the foot 
elevated, diet and abdominal support. If conservative 
measures fail to relieve the symptoms, surgical inter- 
vention should be employed. 

In early cases division of the vessel, freeing adhe- 
sions about the obstructed point and suspension of the 
kidney will suffice. In the more advanced type pre- 
senting the narrowing of the uretero-pelvic junction it 
is necessary to widen it by a plastic operation. In 
cases with an infected hydronephrosis, nephrectomy is 
the method of choice. 

The author advocates anchoring the kidney to the 
twelfth rib, quadratus lumborum, and anterior abdom- 
inal musculature, by either 20 day chromic sutures into 
the kidney or anchorage by splitting and suturing the 
renal capsule to these points. Patients are kept in bed 
for three weeks, lying on the operated side with the 
foot of the bed elevated to promote the formation of 
adhesions. 

Interesting and successful end-results are reported. 
In eight cases division of the vessel, liberation of the 
kink from adhesions and nephropexy was followed by 
complete relief of symptoms. In two cases a plastic 
operation was utilized to widen the uretero-pelvic 
juncture. Subsequent study revealed the kidney to be 
in good position with a straightening of the ureteral 
kink, elimination in size of the hydronephrotic sac, 
increase in renal function and disappearance of chronic 
infection due to stasis. Three cases required nephrec- 
tomy; two of them made an uneventful recovery; the 
third, however, an elderly lady with a long-standing 
history and a totally destroyed kidney, succumbed on 
the fifth post-operative day. 


Joun R. Hanp, M.D. 
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AN INQUIRY INTO THE EFFICIENCY OF THE 
MODERN TREATMENT OF DIARRHEA: Edward 
S. Thorpe, Jr., M.D. (Arch. of Ped., March, 1928). 
Powers reports a mortality of 33 per cent in 36 cases 
treated by what he calls “A Comprehensive Method” 
as opposed to a mortality of 70 per cent in 19 cases 
treated by more or less haphazard methods. He com- 
bats the anhydremia of the early stages and secondarily 
considers the diet and medication of the reparation 
period. In 1908 and 1909, about 48 per cent of the 
cases discharged from the hospital really went away 
unimproved. But in 1924 and 1925, only 3 per cent 
were discharged without a satisfactory convalescence. 
Evidently the reparative treatment at present is more 
effectual. There has been a tremendous decrease in the 
mortality in the city without there being a correspond- 
ing decrease in the hospital mortality. 

In spite of the mdre fundamentally sound and scien- 
tific treatment used for cases of diarrhea at present, 
the hospital mortality is approximately the same as in 
those years when attention was paid only to feeding 
and drugs, and not to combating anhydremia and tox- 
emia. The modern reparation diets are more success- 
ful since most of the infants go home having gained 
in weight over the admission figure. The author has 
progressed more efficiently so far as prophylaxis is con- 
cerned than with the handling of the far advanced cases. 

There has been a reduction in the general mortality 
of diarrhea probably due to better milk, hygiene, and 
early care of simple cases. 

R. N. Anprews, M.D. 





ENURESIS: Joseph K. Calvin, M.D. (Jour. A. M. 
A., March 17, 1928). Training of the infant to control 
the emptying of the bladder may be begun as early as 6 
or 7 months of age. Next, at about 14 months, he must 
be taught to refrain from functioning (during the day) 
except on the chair. By eighteen months at the latest, 
although they may be tried at fourteen months, knit 
drawers or panties should be substituted for diapers. 
Night training should be attempted as follows: Restrict 
fluid after 5 p. m.; be certain that the child urinates 
just before being put to bed; forestall the first wetting 
by awakening the child between 9 and 10 p. m. and 
keeping him on the toilet until he urinates; place him 
on the toilet as soon as he awakens in the morning. 
Dry nights should be the rule by the time the child 
is from 2% to 3 years of age. 

Treatment.—Any physical defects, as, for example, 
phimosis, should, of course, be corrected or eliminated 
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if possible. The child must be taught that the habit is 
not desperately tragic, and must be impressed with the 
fact that the trouble always gets well. The mother 
must kindly ignore the mishaps and praise the successes 
highly. A visible record of successes is a very good 
method of helping to cultivate an atmosphere of op- 
timism and confidence. Leave the other days blank 
and never mention or indicate these failures. 

One of the fundamental underlying causes of most 
enuresis is the nervous, high-tensioned child. If the 
enuresis is purely nocturnal, Barbital may be adminis- 
tered at bedtime (1 grain, or .065 Gm., to a child of 4 
or 5 years). 


R. N. Anprews, M.D. 





PEDIATRIC ASPECTS OF OTOLARYNGOLOGY : 
McKin Marriott, M.D. (Ann. of Oto., Rhin. and 
Laryng., March, 1928). It is especially interesting to 
note that the organisms found in the mastoid antrum 
at the time of the operation and at autopsy have very 
frequently been quite different from those found in 
the middle ear, even when cultures of the latter were 
taken at the time of the first paracentesis. 


Infections of the middle ear and mastoid giving rise 
to nutritional and gastro-intestinal disturbance are much 
more frequent during certain years than others. 


Disturbances of infants, due to improper feeding, or 
to bacterially contaminated food, are certainly becom- 
ing less frequent, so that the proportion of cases in 
which the primary factor is infection is constantly 
rising. In the author’s own experience over 85 per 
cent of all gastro-intestinal and nutritional disturbances 
of infants in recent years have been due primarily to 
infections in the ears, nose and throat. 


Some infants with persistent pyuria show no im- 
provement under the usual methods of treatment until 
coexistent infections in the ears, nose and throat are 
cleared up. 


In the light of our present knowledge, treatment of 
the ears, nose and throat of babies assumes at least 
as great importance as modification of the diet. 

It is the author’s belief that radical operations on the 
sinuses of these undernourished children should not be 
attempted except for the most urgent indications. 

It would seem rational to attempt to eliminate 
streptococcus infections from the nose and throat in 
cases of persistent hemorrhagic nephritis. 

In all cases of nephrosis a careful examination of 
the throat and nasal accessory sinuses should be made 
and when definite infection is found it should be ap- 
propriately treated as in the case of any other disease. 
The fact must not be lost sight of, however, that these 
patients have very little resistance to infection and 
that radical operations on the nose and throat are 
occasionally followed by a streptococcus septicemia, 
peritonitis and death. 


R. N. Anprews, M.D. 
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TRUE ADHERENT PLACENTA, PLACENTA 
ACCRETA: M. Reeb (Gynecologie et Obstetrique, 
February, 1928). Retained placenta is due to one of 
two factors: (1) Pathological physiology, either 
uterine inertia or hypertonus, or (2) pathological anat- 
omy, abnormal adhesions. Only the second type is con- 
sidered. 

The author describes the structure of the uterus and 
decidus, the stratum spongiosum and the compact layer. 
The chorionic villi rarely extend to the compact decidua, 
and the normal line of separation is at the base of the 
spongy layer. In the truly adherent placenta there is 
no line of cleavage, and in attempting removal one 
finds that he leaves portions of the placenta attached 
or invades the muscularis. He reports such a case 
found in the course of Cesarean section which required 
subtotal hysterectomy. Careful microscopic studies 
were made of the placenta and uterus. There was 


marked deficiency of the decidua basalis and in places 


total absence, so the placental villi were in contact with 
or actually invading the muscularis. In some areas the 
adjacent muscle fibers showed hyaline degeneration. 
There were numerous lymphocytes but no increase in 
the polymorphonuclear cells, that is no inflammatory re- 
action. Sections through other portions of the uterus 
showed marked hypoplasia of the decidua vera, and in 
some areas remote from the placental site there was 
evidence of inflammation. 

From a review of the literature, the usual histological 
findings are summarized: 

1. There is commonly more or less hypoplasia of 
both layers of the decidua basalis or a complete lack 
of either layer. 

2. There is hypoplasia or a total lack of the decidua 
vera. In the case of placenta previa accreta, the decidua 
vera in the fundus is normal. 

3. All authors describe more or less penetration of 
the placental villi into the muscularis or the blood and 
lymph spaces. 

4. There is evidence of hyaline degeneration of the 
adjacent muscle fibers which the author believes to be 
due to the action of a tryptic ferment relatively un- 
opposed by decidua. 

5. Infiltration with leukocytes of polymorphonuclear 
cells is not commonly described, though some have noted 
the presence of lymphocytes about the placental villi. 

In considering pathology, the author discards the 
theory of inflammation or placentitis. The anatomical 
picture shows that placental villi are in immediate con- 
tact with uterine muscle with no intervening decidua 
basalis. This is due to either primary hypoplasia of 
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the decidua, or an overactivity of the chorion which 
destroys the protective decidua. He concludes that there 
is an actual primary hypoplasia or total plasia of the 
decidua which permits deep penetration of the chorionic 
and firm adhesions. This condition is seen in tubal 
pregnancy where the decidua is lacking. There is a 
tendency to the formation of multilobular or mem- 
branous placenta. 

In a series of twenty-five cases collected from the 
literature, all but six died from hemorrhage during or 
following unsuccessful attempts at manual removal. 
Of those who recovered, one at six months and one 
at full term, the placenta was removed manually and 
the uterus packed. The other four underwent sub-total 
hysterectomy, which is the ideal treatment. 


A. L. McDonatp, M.D. 


ENDOMETRIOMA IN LAPAROTOMY SCARS: 
Goulliour, J. F. Martin and L. Michon (Gynecologie 
et Obstetrique, February, 1928). The author reports a 
personal case which occurred following a myomectomy 
done without opening the uterus. There was a persis- 
tent fistula which bled at the menstrual period. Later 
a small tumor appeared in the abdominal scar and 
became swollen and painful at each menstrual period. 
Histological study demonstrated a typical endometrioma. 

The author presents a review of the literature and 
has collected twenty-four cases following operations as 
follows: Endometrioma was present in 10 cases of 
hysterectomy, 6 cases of salpingectomy for tumor or 
inflation with hysteropexy, 2 cases of myomectomy, 2 
cases of traumatic perforation of the uterus, 2 cases of 
Cesarean section, 1 case of tubal pregnancy and in 1 
case following appendectomy. 

In twenty cases the uterine cavity had been opened or 
possibly invaded. In one case following hysteropexy a 
silk suture was found in contact with the tumor. In 
another an endometrioma was found in a perineal lacer- 
ation. The interval between the original operation and 
the appearance of the tumor varied from a few weeks 
to twenty-eight years. The clinical picture is typical: 
a small tumor which swells and becomes painful at 
each menstruation. It may be confused with a late 
inflammatory reaction in the wound. The tumor is be- 
nign and does not recur after complete excision. It 
may involve the peritoneum or adhesions to the uterus. 
Excision must be absolutely complete. The author 
feels that Sampson’s theory of implantation furnishes 
the best explanation for this type of tumor. 


A. L. McDonatp, M.D. 





NOT EXPECTED TO LIVE 
“What ails Jones these days?” 


“His wife’s insomnia, his daughter’s nerves, his 
mother’s dyspepsia, his son’s headaches and his father’s 
rheumatism.” 
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NYSTAGMUS IN NEW-BORN 
INFANTS: A. Galebsky (Acta Oto-Laryngologica. 
Vol. XI. Fasc. 3). The bony vestibular apparatus is 
completely developed in the fetus and the new-born, 
and is but slightly different from that of the adult as 
regards size and position. The areas of the cerebellum 
which control the movements of the head and eyes 
are myelinized at the time of birth, but this is not yet 
true of the corresponding areas of the cerebrum. 

About a hundred turning tests and a few caloric 
tests were done on infants varying in age from a few 
hours to several months. The great majority of in- 
fants were not more than a few days old, and were 
usually fixed in the turning chair by means of mat- 
tresses. Findings varied according to whether the sub- 
jects were awake or sleeping. When they were awake, 
a typical rotatory reaction, i.e., nystagmus, with quick 
and slow component, was produced in all except two 
cases. However, during the turning there was practi- 
cally no quick component; also, the head and eyes 
turned in a direction opposite to that of the turning 
and remained so during the test. On stopping the ro- 
tation the head and eyes immediately turned in the di- 
rection of the turning, far to one side, and with a 
quick component opposite to that of the rotation. This 
usually lasts from 4 to 8 seconds. In most cases the 
slow component was exceptionally strong. 

Turning tests on the sleeping child, on the other 
hand, show no quick component whatever, after rota- 
tion; there is only a very strong slow component, so 
that the eyes are drawn in the direction of the turn- 
ing, remaining thus for a while, and returning grad- 
ually to a normal position. It is difficult to explain the 
absence of a rapid component during sleep. The as- 
sumption has been made that sleep has the same effect 
as narcosis upon the brain, i.e., depression of the cere- 
brum, and that the slow component is produced by the 
vestibular nucleus, whereas the rapid component is pro- 
duced by the cerebrum itself. It has recently been 
shown, however, that typical nystagmus, with rapid 
components, has been produced in _ decerebrated 
animals. The explanation therefore is not clear, 
although most recent investigations tend to show 
that the rapid component arises, not in the brain, but 
in or near the vestibular nucleus. It is also probable 
that the usual obstetrical explanation of changes in 
the child’s intrauterine position as being due entirely 
to the weight of the head, is not fully correct, since 
the highly developed vestibular apparatus must play 
an important part in determining the fetal position. 

The caloric tests revealed good reactions in all cases 
examined. Optical nystagmus could not be produced 
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in the new-born; 
disc was used. 

To recapitulate: During rotation, the reaction of 
the new-born to turning differs from that of the adult 
(1) by its intensity, (2) by strong movements of the 
head and eyes in the direction of the slow component, 
(3) by the absence, complete or almost so, of the quick 
component. After rotation, the reaction of the new- 
born differs from that of the adult (1) by its intensity, 
(2) by strong movements of the head and eyes in the 
direction of the slow component, (3) by prominence of 
the slow component and (4) by shorter duration of 
the nystagmus and absence of reaction movements in 
the upper extremities. 


a black and white striped rotating 


Vircit J. ScHwartz, M.D. 





DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 
OF OTOGENOUS BRAIN ABSCESS: Robert 
Lund (Acta Oto-laryngologica. Vol. XI. Fasc. 3). 
Part I—Recent statistics from various sources indi- 
cate a mortality rate of 75 to 80 per cent in cases of 
otogenous brain abscess. This high rate is largely due 
to failure to recognize the condition early enough to 
make operation of value. 

An otogenous brain abscess almost always localizes 
in immediate proximity to the suppurating middle ear 
and mastoid, that is, in the temporal lobe or cerebellar 
hemisphere of the same side. In the rare instances in 
which this does not occur the lesion is due to an in- 
fected embolus from a sinus phlebitis. 

The abscess usually forms by direct extension, the 
tympanic or mastoid inflammation extending upward 
through the bony roof and forming a pachymeningitis 
externa. The dura, arachnoid and pia become succes- 
sively inflamed and adherent to the cerebral cortex, 
after which the process enters the gyri fusiformis and 
tertius and then the first and second temporal convolu- 
tions. About half the abscesses are well-enclosed with- 
in a capsule; the remainder are not encapsulated, being 
due to an organism of different type and virulence with 
the result that a rather widespread inflammation of the 
surrounding brain tissue is found. In the rare cases 
in which the dura is not involved, the abscess doubtless 
develops through vessel channels in the bone and dura. 

Cerebellar abscess also develops by direct extension, 
in the great majority of cases. One route is through 
the posterior wall of the antrum, anterior or posterior 
to the sigmoid sinus, into the posterior cranial fossa; 
most frequently it is anterior to the sinus, through 
Trautman’s triangle (sigmoid sinus posteriorly, superior 
petrosal sinus above, labyrinth in front and medially). 
A second route is through the medial wall of the sig- 
moid or transverse sinus after liquefaction of a 
thrombus. A third route is through the labyrinth, fol- 
lowing an acute or chronic diffuse suppurative laby- 
rinthitis with complete loss of function. The process 
extends through the aqueductus vestibuli to the saccus 
endolymphaticus, which lies in a dural fold, or through 
the posterior semicircular canal by a bony fistula to the 
dura. When not well encapsulated, the process spreads 
medially quickly to the medulla and pons. 

Vircit J. Scowartz, M.D. 
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BOOKS RECEIVED FOR REVIEW 


GyNEcoLocy FoR Nurses. Harry Sturgeon Crossen, 
M.D., F.A.C.S. 281 pages. Illus. Cloth, $2.75. St. 
Louis: C. V. Mosby Company, 1927. 

StraBisMus: Its Etiotocy AND TREATMENT. Oscar 
Wilkinson, A.M., M.D., D.Sc., Surgeon-in-Chief, 
Washington Eye and Ear Hospital, Washington, D. C. 
240 pages. Illus. Cloth, $10.00. St. Louis: C. V. 
Mosby Company, 1927. 

PuysicaL Dracnosis. W. D. Rose, M.D., Associate 
Professor of Medicine, University of Arkansas, Lit- 
tle Rock, Ark. 5th edition. 819 pages. Illus. Cloth. 
$10.00. St. Louis: C. V. Mosby Company, 1927. 

Heart Disease. Harold E. B. Pardee, M.D., Assistant 
Professor of Clinical Medicine, Cornell University. 
120 pages. Illus. Cloth, $1.50. Philadelphia: Lea & 
Febiger, 1928. 

INTERNATIONAL Ciinics. Henry W. Cattell, M.D., Edi- 
tor. Vol. I. 38th Series, 1928. 307 pages. Illus. 
Philadelphia & London: J. B. Lippincott, 1928. 

THE SPRINGTIME OF PuysiIkK, BEING A DivertING OutT- 
LINE OF MEDICINE AND SurGERY. Laurance D. Red- 
way, M.D., Attending Ophthalmologist: Northern 
Westchester Hospital, Mount Kisco, N. Y.; West- 
chester County Hospital, New York; Ossining Hos- 
pital, Ossining, N. Y.; Tarrytown Hospital, Tarry- 
town, N. Y.; Sing Sing Prison, Ossining, N. Y.; etc. 
68 pages. Cloth, $2.00. New York: International 
Journal of Surgery Company, 18 East 41st Street, 
1928. 





GYNECOLOGY FOR NURSES. Harry Sturgeon 
Crossen, Professor of Clinical Gynecology, Wash- 
ington University Medical School, etc. With 365 en- 
gravings, including one color plate, and 281 pages. 
St. Louis: C. V. Mosby Company, 1927. 

This book differs from the ordinary nursing manual 
in the number and clearness of its illustrations. Those 
familiar with the author’s book on Diseases of Wom- 
en and his Operative Gynecology, will recall most of 
the illustrations in this volume. The illustrations of 
pathological conditions and of the simpler operative 
procedures will undoubtedly appeal to the nurse, who, 
while daily working with such material, rarely has an 
opportunity to see or understand the procedures at 
which she is assisting. Unfortunately in setting up 
the book, there is a duplication of ten pages on the 
examinations in hospital and home. The author’s pref- 
ace well summarizes the scope of the book. 

“Part I presents a brief survey of pelvic anatomy and 
physiology, of gynecologic diseases, and of the meth- 
ods employed in gynecologic examination and diagno- 
sis and treatment (operative and non-operative). This 
is to give the nurse a general understanding of the 
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structures and pathologic changes, that she may care 
for the patients intelligently and with added interest 
and effectiveness that comes from such knowledge.” 

“Part II presents the details of gynecologic nursing 
in its various phases—including preparation for and 
assistance during pelvic examinations, preparation of 
supplies for operation, and the after-care in abdominal 
and vaginal operative cases. The endeavor has been, 
through the contents and arrangement of the text and 
the free use of illustrations, to present the details of 
gynecologic nursing in such a way as to be of real 
help to the physician in securing accurate execution of 
his orders in the care of these patients, and of real 
help to nurse supervisors in training their student 
nurses.” 


E. C. Hartiey, M.D. 





THE WOMAN A MAN MARRIES. Victor Cox 
Pederson, M.D. 276 pages. $3.00. New York: 
George H. Doran Co., 1927. 

This is a book written about women by a man who 
believes that the failure of many marriages is due to 
lack of codperation or of acceptance of the obligations 
of marriage by the female partner. He thinks this 
is largely due to ignorance and advocates every woman, 
before marriage, going to a male physician (female 
physicians are too much interested in birth control) 
to have the physiology and biology of sex explained. 
In order to reach the women who can not or will not, 
he writes this book which he divides under the heads 
of ignorance of physiology, of social development, of 
social conditions, of venereal disease, of marriage, and 
of relief. Over and over again through the pages one 
is told that man’s infidelity is the result of his wife’s 
coldness or neglect and that men are themselves the 
victims of a double standard in that women do not 
accept the obligations of marriage as men do. 

Both the lay and medical reader will find it hard 
to believe that so much ignorance exists among women 
in these days of frank speech, Freudian discussions 
and the predominating sex motif in fiction, drama, and 
cinema. The book will not appeal to the physician, and 
it is too verbose, historical and unconvincing to recom- 
mend to the lay women for whom it was written. 





TROUBLES WE DON’T TALK ABOUT. J. F. 
Montague, M.D. $2.00. New York: J. B. Lippin- 
cott & Co., 1927. 

Considering the extremely valuable contributions that 
have come from this very competent author one is not 
a little surprised at the latest product of his pen. No 
doubt the same fascination which scientific and pseudo- 
scientific matters have for the laymen, and which is 
evidenced on every side through advertisements of 
everything from tooth paste to suspenders, will make 
this an absorbing book. 

With the possible exception of the chapters on can- 
cer of the rectum, and the seriousness of bleeding from 
the rectum, I can not fail to see that this book for 
laymen, on diseases of the rectum, will do more harm 
than good. It is obvious that any medium through 
which the public is led to consult his physician about 


MINNESOTA MEDICINE 


[June, 1928] 


existing disease is of material assistance in the effort 
to promote health and prolong life. Will not such a 
book keep away just as many in the false security of 
their own diagnoses? 

Of what avail is it to the lay reader to know the 
mechanics involved in the production of prolapse of the 
rectum, or why one’s blood pressure mounts because of 
intestinal disease, if such is the case? Also, a discus- 
sion of the comparative advantages of the various pro- 
cedures, as, for instance, the treating of hemorrhoids, 
can only lead to an erroneous opinion on the part of 
the patient regarding his own particular condition. 

Throughout the book the reader is _ cautioned 
against certain types of operations, various methods 
of examination, particular principles of treatment, 
which are considered as useless or worse. Certainly, 
the layman, with his meager store of information, is 
in no position to evaluate the worth of these pro- 
cedures. 

A quotation from the next to the last chapter is sig- 
nificant of the trend of the book and, if true, the place 
to apply the remedy in this case is not to the patient 
but to the doctor. 

“A man came suffering with uncomplicated hemor- 
rhoids. The methods of the general surgeon require an 
operation under ether, a stay of weeks in the hospital, 
and much pain and discomfort to be suffered. The 
method of the specialist requires no stay in the hospi- 
tal, but instead permits the patient to continue his 
work earning his daily bread. Throughout the treat- 
ment he has no pain or harmful symptoms. Even 
cases which have been neglected so long as to require 
operation may be painlessly treated with only a few 
days of rest. Other examples might be given but I 
am sure the above will suffice. Is specialism worth 
while? It is.” 

Finally, the book is cheaply gotten up and presents 
an unattractive appearance. 


Haroitp E. Huttsiex, M.D. 





UROGRAPHY. William F. Braasch, M.D., head of 
Section of Urology, Mayo Clinic; Professor of Urol- 
ogy, Graduate School of Medicine, University of 


Minnesota. Second edition, revised and enlarged. 
480 pages. Illustrated. Cloth, $13.00 net. Philadel- 
phia and London: W. B. Saunders Company, 1927. 
This monograph is unique in its value. It should 
be available for reference to all urologists and roent- 
genologists. It is well worth perusal by all who are 
interested in the anatomy and pathology of the kidneys. 
Much of the value of the volume lies in the excellence 
of its illustrations, there being 759 roentgenograms. 
The subject of urography, the roentgenographic por- 
trayal of the urinary tract rendered opaque, is com- 
pletely discussed. The first chapter on history is fol- 
lowed by one on technic in which are discussed con- 
tra-indications, selection of opaque medium, method of 
injecting medium, the question of bilateral pyelography, 
technical errors and suggestions, and roentgenographic 
technic. The other eleven chapters are concerned with 
the interpretation of the roentgenograms. The first of 
these considers the normal renal pelvis and ureter, in- 
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cluding sources of error in urography. This chapter 
alone has 99 illustrations. The next seven chapters 
cover abnormalities of the pelvis and ureter: abnormal 
positions, dilatations from obstruction and from infec- 
tion, renal and ureteral stones, tumors of various kinds, 
and congenital anomalies. Differential diagnosis is 
carefully considered. The other chapters cover cystog- 
raphy, urethrography, and a group of miscellaneous 
matters. The chapters on renal and. ureteral stone 
cover a hundred pages with 205 illustrations. The chap- 
ter on renal tumors covers 51 pages with 83 illustra- 
tions. Such a volume, with careful selection and 
proving of the material, and backed by the extensive 
observations of the author, is bound to have great 
value. 

’ T. H. Sweerser, M.D. | 
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THE EXTRA-OCULAR MUSCLES: A clinical study 
of normal and abnormal ocular motility. Luther C. 
Peter, A.M., M.D., Sc.D., Professor of Ophthalmol- 
ogy in the Medical Department of Temple Univer- 
sity, Professor of Diseases of the Eye in the Grad- 
uate School of the University of Pennsylvania, etc., 
etc. Illustrated with 98 engravings and 5 colored 
plates. 294 pp. Philadelphia: Lea & Febiger, 1927. 
Like so many text-books, this one represents an 

amplification of the author’s lectures to students. It 

is a very excellent book—covers the subject in a clear 
and thorough manner. It should be in every opthal- 
mologist’s reference library, as it contains a very com- 
plete summary of eye muscle physiology, anatomy, dis- 
ease and therapy. 

K. A. Puetrrs, M.D. 





WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


RADIUM FOR SALE—50 milligrams of radium of- 
fered for sale at a bargain price. Address C-175, 
care MINNESOTA MEDICINE. 


WANTED—Locum tenens. Graduate of University of 
Minnesota. Good rotating internship. Address C-177, 
care MINNESOTA MEDICINE. 


SUBSTITUTE WORK or location wanted by an ex- 


perienced physician. 
MEDICINE. 


Address C-178, care MINNESOTA 


FOR SALE—Office equipment and practice in wealthy 
community of Southern Minnesota of 15,000 to 20,000. 
Small cash payment will handle. Address C-176, 
care MINNESOTA MEDICINE. 


FOR SALE—Large practice established since 1905. 
Doctor deceased. Well equipped physician’s office. 
Reasonable rent. Modern town of 700 with electric 
lights, city water, sewer, gravelled streets. Mrs. 
J. E. Schwendener, Bryant, S. D. 


EXPERIENCED PHYSICIAN desires good location 
in tourist section of Northern Minnesota. Locum 
tenens work or assistantship to busy physician con- 
sidered. Registered in Minnesota. Available at 
once. Address C-160, care MINNESOTA MEDICINE. 


WANTED—Locum tenens or assistantship by experi- 
enced physician. Licensed in Minnesota. Address 
C-179, care MiNNESOTA MEDICINE. 


FOR RENT—Physician’s office established four years 


in connection with dentist’s office. 


Inquire at drug 


store, 1340 Thomas, corner Hamline, Saint Paul. 





MINNESOTA MEDICINE [June, 1928} 
MINNESOTA STATE BOARD OF MEDICAL EXAMINERS 


PHYSICIANS LICENSED AT THE JANUARY, 1928, EXAMINATION 
TO PRACTICE IN MINNESOTA 


BY EXAMINATION 


NAME ScHOOL AND DATE OF GRADUATION ADDRESS 

Beuning, John Bernard Univ. of Minn., M.B. 1927 Freeport, Minnesota 

Cutts, Rollin E Univ. of Minn., M.B. 1927 General Hospital, Minneapolis, Minnesota 
Duncan, Geo. Radcliffe Univ. of Minn., M.B. 1927......................-4 482 Laurel Ave., St. Paul, Minnesota 
Hansen, Rorbye Univ. of Minn., M.B. Miller Hospital, St. Paul, Minnesota 
Harrison, Percy Willard Univ. of Minn., M.B. 1991 Laurel Ave., St. Paul, Minnesota 
Hendrickson, Russell Robert Univ. of Minn., M.B. St. Mary’s Hospital, Duluth, Minnesota 
Hiemstra, Wybren Univ. of Minn., M.B. General Hospital, Minneapolis, Minnesota 
Johnson, Orville Henry Univ. of Minn., M.B. 1927 717 Erie St. S. E., Minneapolis, Minnesota 
Lynde, Orrin G Univ. of Minn., M.B. 1927 General Hospital, Minneapolis, Minnesota 
McCarty, Ray Bardwell Univ. of Pa.,M.D. 1925 Rochester, Minnesota 

Mosby, Maurice Edward iv. of Minn., M.B. 1927 507 Holly Ave., St. Paul, Minnesota 

Nesbit, Mark Edwin Jniv. of Pa. M.D. 1926 Mayo Clinic, Rochester, Minnesota 

Peeke, Alonzo Provost Jniv. of Minn., M.B. 1927 Lowry, Minnesota 

Pfeffer, Theodore John ' Jniv. of Iowa, M.D. 1926....................-.--- Mayo Clinic, Rochester, Minnesota 

Rud, Norman E iv. of Minn., M.B. 1927 Northwestern Hospital, Minneapolis, Minn. 
Scherer, Leslie Raymond iv. of Minn., M.B. 1927 General Hospital, Minneapolis, Minnesota 
Siemsen, Walter J iv. of Iowa, M.D. 1926 505 Ontario St., Minneapolis, Minnesota 
Smith, Wallace Russell iv. of Minn., M.B. 1927 University Hospital, Minneapolis, Minnesota 
Soine, Tyler Sylvester. of Minn., M.B. 1927 Swedish Hospital, Minneapolis, Minnesota 
Steward, John Alexander A og & hi. Teens Mayo Clinic, Rochester, Minnesota 
Stoeckmann, Arthur Edward iv. of Minn., M.B. 1927 General Hospital, Minneapolis, Minnesota 
Truog, Clarence P iv. of Minn., M.B. 1927 General Hospital, Minneapolis, Minnesota 
Whitson, George Elliott iv. of Minn., M.B. 1927 University Hospital, Minneapolis, Minnesota 
Whitson, Sidney Albert iv. of Minn., M.B. 1927 University Hospital, Minneapolis, Minnesota 


























BY RECIPROCITY 


Berkman, John Mayo Jniv. 514 7th Ave. S. W., Rochester, Minnesota 
Boesel, Reuben Jacob Rochester, Minnesota 

Bruner, Julian Minassian Rush, M.D. 1927 Mayo Clinic, Rochester, Minnesota 
Fricke, Robert Elmer Johns Hopkins, M.D. 1920_..................... Mayo Clinic, Rochester, Minnesota 
Hurt, Algernon Smith, Jr Univ. of Va., M.D. 1926 723 3rd St. N. W., Rochester,Minnesota 
Koenigsberger, Charles Univ. of Mich. M.D. 1910................... Mankato Clinic, Mankato, Minnesota 
Loughery, Harold Barker Jniv. of Ill., M.D. 1922 Mayo Clinic, Rochester, Minnesota 
McKenna, Maurice J . of Iowa, M.D. 1925 Graceville, Minnesota 

Petersen, Magnus Christian iv. of Neb., M.D. 1925 St. Peter; Minnesota 

















CREDENTIALS NATIONAL BOARD 


Mackay, Roland Parks Univ. of Toronto, M.B. 1925.................... Mayo Clinic, Rochester, Minnesota 
Margolis, Harry Maurice................-.0+ Univ. of Pittsburgh, M.D. 1925............. 412 3rd Ave. S. W., Rochester, Minnesota 
Spannuts, John Roy. Univ. of Pa., M.D. 1926 Mayo Clinic, Rochester, Minnesota 
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